INTERNATIONAL ABSTRACTS 
OF SURGERY 


VOLUME 83 


NovEMBER, 1946 


NUMBER 5 


COLLECTIVE REVIEW 


COLONIC AND PROCTOSCOPIC DISEASES 
ROBERT TURELL, M.D., New York, New York 


Part 


N this review, which covers certain of the 
pertinent articles from the American and 
British literature appearing between No- 
vember, 1942 and 1945, the subject of 

coloproctologic disease is treated in a broad sense. 
An attempt has been made to present the newer 
knowledge as well as to re-emphasize the older but 
fundamental and well authenticated facts. Phrases 
that no longer are in keeping with the newer and 
well documented information, but which are uni- 
versally copied from one textbook to another, are 
omitted. Full consideration is also given to the 
newer knowledge that has a direct or indirect 
bearing on colonic and rectal surgery, such as 
chemotherapy, intravenous clotting, early am- 
bulation, and so forth 


CHEMOTHERAPY 


Sulfonamides. In the last review (111) a dis- 
cussion of sulfonamide chemotherapy with ref- 
erence to the medical and surgical management of 
lesions of the colon was presented. Special em- 
phasis was given to the development of the 
sulfonamides that are poorly absorbed from the 
intestinal tract. It was stated that succinylsulfa- 
thiazole, commercially known as sulfasuxidine, 
has come to be considered as one of the best in- 
testinal antiseptics. Structurally or chemically, 
succinylsulfathiazole is a succinic acid derivative 
of sulfathiazole. In vitro, the drug has practically 
no antibacterial activity against the Escherichia 
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coli, but in vivo it has the power to reduce these 
organisms from 10,000 to less than 1,000 per gram 
of wet stool in from 3 to 5 days following oral 
administration. This drug is not only effective 
against the coliform bacteria but it also has anti- 
bacterial action against the Shiga, Flexner, and 
Duval-Sonne strains of the dysentery bacillus. 
Succinylsulfathiazole causes a simultaneous drop 
in the number of the organisms in the coliform and 
the clostridrium group and a relative increase of 
the enterococci. This drug has apparently no ef- 
fect on Bacillus typhoid-paratyphoid, Strepto- 
coccus fecalis alpha or Bacillus proteus; the Aero- 
bacter aerogenes is more resistant to this chemo- 
therapeutic agent than is the Escherichia coli. 
Following the oral administration of succiny]- 
sulfathiazole the stools become smaller in bulk, 
soft or gelatinous in consistency, and almost odor- 
less. At operation the colon was collapsed and 
emptied of feces and gas. Sulfasuxidine exerts no 
deleterious effect on the intestinal mucosa. 

The toxicity of succinylsulfathiazole is very 
low, but the toxic possibilities should always be 
kept in mind. In the presence of excessive colonic 
ulceration marked absorption of the drug may 
occur. Sensitized or susceptible individuals may 
show serious reactions, such as agranulocytosis, 
to the sulfathiazole which is believed to be liber- 
ated by hydrolysis in the liver and the intestines. 
It is doubtful whether succinylsulfathiazole can 
interfere with the synthesis of vitamin K in the 
intestinal tract and thus cause a disturbance in 
the prothrombin time (83). More recently, how- 
ever, Sanders and Halperin (Surgery, 1946, 20: 
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92) reported postoperative bleeding in patients 
who had had normal prothrombin levels at the be- 
ginning of sulfasuxidine therapy 7 days before 
operation. Bleeding ceased following the oral 
administration of vitamin K. Therefore vitamin 
K is now given preoperatively and postoperatively 
to all patients receiving succinylsulfathiazole. 
While on the subject of toxicity, it is not amiss 
to state that it is now generally realized that 
sulfonamides, except for experimental reasons, 
should be used only in cases in which their value 
has been well substantiated, because of the danger 
of producing sensitivity in many individuals to 
these drugs and also because of the possible de- 
velopment of drug-fast strains. 
Succinylsulfathiazole has been widely used pre- 
operatively and postoperatively in surgery of the 
large bowel. Jones (57) and Coller are among the 
few important surgeons who have not employed 
this form of chemotherapy in colonic surgery. 
Morton uses sulfonamide chemotherapy only 
when gross soiling has occurred in the process of 
colonic surgery. Behrend believes that the intro- 
duction of succinylsulfathiazole, more than any 
other single factor, made it possible to abandon 
multiple stage colonic operations in favor of a one 
stage resection and an anastomosis. Archer and 
Lehman believe that succinylsulfathiazole is of 
distinct value in colonic surgery, but they wisely 
remind their readers that this drug is only an 
adjuvant to, and not a substitution for, the older, 
tried methods of preparation of patients for 
colonic surgery, such as relief of dehydration, 
anemia, hypoproteinemia, and so forth. Pember- 
ton stated the case for sulfonamide chemotherapy 
in colonic surgery in a clear, concise and authori- 
tative manner. He pointed out that at the Mayo 
Clinic before 1934 the mortality rate varied be- 
tween 15 and 20 per cent. Since 1939, when 
sulfonamides came into use, the mortality rate 
has dropped to less than 5 per cent even though 
the rate of resectability of colonic lesions has in- 
creased during the very same period. “The 
changes that have occurred in surgery of the colon 
since the introduction of chemotherapy have been 
spectacular and revolutionary as the changes 
brought by iodine therapy in surgery of exoph- 
thalmic goiter.” Pemberton’s thesis is well sup- 
ported by many competent surgeons. Of interest 
in this connection is Sarnoff and Poth’s study on 
the protective action of succinylsulfathiazole 
following venous occlusion. They found that 70 
per cent of their experimental animals in which 
the venous return had been occluded from seg- 
ments of ileum 50 cm. long but which had been 
treated with succinylsulfathiazole for 10 days 
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before operation survived and lived indefinitely, 
while all of the control animals succumbed within 
48 hours after operation. 

Experimentally, following open suturing of the 
bowel there is advanced healing of the anastomo- 
sis by the fifth postoperative day in the animals 
receiving the drug. In the control animals there is 
little evidence of healing with a persistence of an 
acute infection at the suture line (Poth). 

Mackenzie made a comprehensive study of the 
comparative value of sulfaguanidine and suc- 
cinylsulfathiazole and found that sulfaguanidine 
is inferior to succinylsulfathiazole, hence unsatis- 
factory in colonic and major rectal surgery. 

Poth and Ross have recently reported their 
experimental studies on a new sulfonamide, 
phthalylsulfathiazole or sulfathalidine, as an in- 
testinal antiseptic. This drug, like succinylsulfa- 
thiazole, was also synthetized by Moore and 
Miller. In the dog, this new drug is from two to 
four times more effective than succinylsulfathia- 
zole in changing the bacterial flora of the colon. 
The stools are rendered less liquid; in fact, the 
feces become tenacious and stringy, which makes 
phythalylsulfathiazole more effective in the 
therapy of the dysenteries. In the normal in- 
dividual phthalylsulfathiazole has twice the 
bacteriostatic action as that possessed by suc- 
cinylsulfathiazole. Phthalylsulfathiazole can be 
maintained in high concentrations in the human 
pathological colon with low concentrations of the 
drug in the circulating blood. Preliminary trials 
of the effectiveness of phthalylsulfathiazole in 
nonspecific diarrheas, bacillary dysentery, chronic 
ulcerative colitis, and in the preoperative prepara- 
tions of the colon are in progress. Thus far this 
compound has shown promise in the treatment of 
chronic ulcerative colitis. Severe toxic reactions 
have not been encountered. Crohn (29), how- 
ever, prefers succinylsulfathiazole to phthalyl- 
sulfathiazole because the former “is easier to 
handle, shows fewer reactions, less nausea, less 
tendency to cause a rise in temperature, and in 
practically all cases remains nontoxic.” Firor 
considers phthalylsulfathiazole as therapeutically 
effective as succinylsulfathiazole with the added 
advantage of a reduced dosage. However, enemas 
and purgatives are required for the preoperative 
cleansing and emptying of the colon, a feature 
that is unnecessary with succinylsulfathiazole. 

The exact mechanism by which these drugs ex- 
ert their bacteriostatic action is not yet well 
understood. Poth (Surgery, 1946, 20: 149) be- 
lieves that the entire bacteriostatic action “is not 
dependent upon the hydrolysis of these 2 com- 
pounds to yield sulfathiazole.” 
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Because of the recent unwarranted tendency to 
employ sulfonamide chemotherapy in hemor- 
rhoidectomy, the use of succinylsulfathiazole in 
hemorrhoidectomy is given a lengthy discussion 
here. Leveridge attempted to assess the value 
of succinylsulfathiazole in patients undergoing 
elective hemorrhoidectomy for uncomplicated he- 
morrhoids. Ten soldiers were given the drug pre- 
operatively and postoperatively while 10 other 
soldiers served as controls. Preoperatively the 
controls were given magnesium sulfate orally and 
a cleansing enema the night before operation. 
This preparation was omitted in the patients re- 
ceiving succinylsulfathiazole because laxatives, 
enemas, or liquid petrolatum are believed to im- 
pede the action of the chemical. At operation, the 
rectum was invariably free of feces in the two 
groups. The hemorrhoidectomy was performed 
by anatomic dissection with a modified Milligan- 
Morgan procedure. 

A somewhat more comfortable average post- 
operative course was present in the patients 
taking succinylsulfathiazole, but the results were 
not striking enough to justify the use of a po- 
tentially toxic drug, the expense, and the time 
necessary to establish the desired preoperative 
intraluminal concentration of the drug and the 
continued postoperative administration of this 
therapeutic agent. 

Although sulfonamide chemotherapy is hardly 
justified as an adjunct to hemorrhoidectomy for 
uncomplicated hemorrhoids, nevertheless it ap- 
pears to be useful as an adjunct to immediate 
surgery for complicated hemorrhoids, such as 
infected, or irreducible, strangulated and partially 
gangrenous internal hemorrhoids. Sulfonamides 
may safeguard against the remote possibility of 
occurrence of pylephlebitis or abscess of the liver. 
Recently streptomycin or penicillin has been 
either combined with or substituted for sulfona- 
mides. 

Several years ago the reviewer employed 
sulfonamide chemotherapy topically in post- 
operative wounds following anorectal procedures 
with a view to enhancing the natural resistance of 
these wounds to infection and to thus maximize 
their rate of healing. The wounds so treated 
showed clean and healthy granulation tissue; they 
healed well with minimal scarring and little dis- 
charge or discomfort. It was believed that the 
topical application of sulfonamides to postopera- 
tive anorectal wounds reduced the time necessary 
for their effective healing. This work was con- 
tinued in military hospitals where the opportunity 
to observe the patients daily was available as 
soldier patients are kept in the hospital until their 
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wounds are completely healed. Some operative 
cases were treated further with topical sulfona- 
mides and the alternate cases not so treated 
served as controls. As a result of daily observa- 
tion of these patients during the entire post- 
operative period, it became apparent that more 
than 50 per cent of the controls fared as well as 
the sulfonamide treated patients, showing that 
topical sulfonamides have little, if any, special 
therapeutic effect on the healing of anorectal 
wounds. 

The present almost general concensus favors the 
employment of sulfonamide chemotherapy, sys- 
temic or local (intraperitoneal), as an adjunct to 
the surgical treatment of acute and suppurative 
appendicitis. Jones (56) who seldom, if ever, uses 
this form of chemotherapy in colonic surgery, be- 
lieves that sulfonamide chemotherapy has been 
conspicuously instrumental in lowering the mor- 
bidity and mortality in appendicitis. Aycock and 
Farris as a result of an intensive clinical study 
concluded that sulfonamide chemotherapy is 
probably an important factor in reducing the 
mortality rate of diffuse peritonitis. Henry re- 
ported on 134 cases consisting of 15 cases of acute 
appendicitis with local peritonitis, 32 cases of 
perforative appendicitis, 40 cases of gangrenous 
appendicitis, 31 cases of appendiceal abscesses, 
and 16 cases of diffuse peritonitis in which sulfa- 
nilamide was used intraperitoneally with only 1 
death, or 0.75 per cent. 

Rea, on the other hand, challenged the value 
of sulfonamides in abdominal surgery. His experi- 
mental studies showed that suppurative peri- 
tonitis of intestinal origin is uninfluenced by intra- 
peritoneally placed sulfonamides; these chemo- 
therapeutic agents are believed to be inactivated 
by pus. Rea’s experimental studies showed that 
sulfonamides may prevent, rather than cure, 
established suppurations. 

Whether or not drainage should be abandoned 
when chemotherapy is employed is still a dis- 
puted question. Strauss favors sulfanilamide plus 
drainage, especially in cases in which the appendix 
has ruptured, while other surgeons employ less 
and less drainage largely because of the increasing 
use of sulfonamide chemotherapy. 

It is difficult to scrutinize the efficacy of a single 
form of sulfonamide treatment for colitis largely 
because of the natural spontaneous remissions and 
because chemotherapy was used concomitantly 
with established types of therapy in all reported 
clinical investigations. Pollard employed suc- 
cinylsulfathiazole orally in the treatment of 36 
patients with chronic ulcerative colitis of varying 
degrees of severity. In about 75 per cent of his 


n 
s 
n 
e 
ir 
d 
0 
i. 
e 
e 
l- 
e 
ye 
n 
e 
Is 
n 
ic 
i- 
is 
of 
1S 
to 
Ss 
in 
or 
ly 
2d 
aS 
ve 
re 
x- 
e- 
ot 
n - 


420 


cases he observed a definite and, at times, dra- 
matic therapeutic response. Collins has also 
obtained good results with sulfonamides in the 
treatment of this disease. He uses succinylsulfa- 
thiazole rectally for the early nontoxic cases. The 
rectal route, in the form of retention enemas, is 
also favored by Crohn (30). The readily absorb- 
able sulfonamides, such as sulfadiazine, are re- 
served for the severely toxic cases. Bargen (10) 
and Crohn (30) employ a combination of poorly 
and readily absorbable sulfonamides simultane- 
ously. The concomitant use of these drugs is 
supported by Necheles who believes that mucosal 
ulcerations should be attacked through the blood 
stream as well as locally because the local effects 
of sulfonamides are inhibited or diminished by 
certain amino acids, peptones, exudate, and pus. 

Bockus recorded the use of large doses of suc- 
cinylsulfathiazole in a patient with extensive 
chronic polypoid ulcerative colitis complicated by 
advanced cirrhosis of the liver, in whom all other 
forms of therapy failed to control the marked in- 
fection and toxemia. During the course of 
sulfonamide chemotherapy the plasma _pro- 
thrombin and protein concentration improved—a 
change that could not be accomplished by the use 
of parenteral plasma, blood, amino acids, and 
vitamin K up to that time. This successful 
experience is of importance since Boles has shown 
that sulfonamides exert a deleterious effect on the 
liver in certain cases of acute hepatic disease, and 
because hepatic dysfunction is known to be 
present in patients with ulcerative colitis and has 
been proved by means of liver function tests (14). 

The present concensus favors the employment 
of sulfonamides, the readily absorbable and the 


poorly absorbable ones, as a therapeutic trial in | 


all cases of chronic ulcerative colitis in conjunc- 
tion with established forms of therapy which it.- 
clude an abundance of rest, vitamins, minerals, 
blood transfusions, and proteins. 

With regard to sulfonamides in pilonidal dis- 
ease, the oral administration of sulfonamides, 
such as sulfadiazine, has value in the prophylaxis 
of wound infection (107). Sulfonamides applied 
locally to open wounds are of questionable value; 
the local use of sulfonamides is undesirable in 
primary closure technique (96). 

In view of the finding of a predominance of 
hemolytic and nonhemolytic staphylococci and 
streptococci (with an absence of colon bacilli) in 
the specimens removed at the original operation 
(96), and in view of the presence of viable and 
virulent organisms in the tissue juices of the but- 
tocks for about 2 cm. from the line of the primary 
excision for pilonidal cysts and sinuses (95), an 
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adequate course of sulfadiazine or penicillin ad- 
ministered before and after operation, especially 
in complicated cases, may have merit. 

The introduction of the peritoneal route for the 
administration of sulfonamides by Dees (Mis- 
sissippi Doctor, 1940, 18: 215) has stimulated 
considerable experimental and clinical investiga- 
tion. A recent study by Pearce, Reinhold, Feld- 
man and Bower showed that microcrystalline 
sulfathiazole introduced into the peritoneum as a 
suspension yielded high and sustained concentra- 
tions of the drug in the circulating blood and that 
the blood from the portal vein and the heart con- 
tained similar concentrations. Ogilvie prefers 
sulfadiazine in suspension for peritoneal admin- 
istration in war casualties. 

The peritoneal route of administration has 
made possible the direct local action of the drug 
when placed in contact with intestinal anasto- 
moses. Sulfanilamide and other sulfonamides are 
believed to augment a cellular defense mechanism 
similar to that produced by intraperitoneal vac- 
cination; the local therapeutic action is indepen- 
dent of the systemic effect. As already mentioned, 
Rea challenged the value of intraperitoneally 
placed sulfonamides in the treatment of suppura- 
tive peritonitis of intestinal origin. He believes 
that pus inactivates the sulfonamides. 

Carrington, Rohrer, Jones, and Moore have 
confirmed the results of our previously published 
work on the absorption of sulfanilamide from the 
human rectum and colon (Ann. Surg., 1940, 
112: 417) by showing that absorption of sulfa- 
nilamide takes place in the human colon. 

Penicillin. The introduction of penicillin into 
clinical medicine and surgery in 1940, only 5 
years after sulfonamide chemotherapy became 
available, was of great importance. Penicillin is 
practically nontoxic, has a great antiseptic power 
and a complete indifference to the medium in 
which it acts (86). It is ineffective against gram- 
negative organisms including the colon-typhoid- 
dysentery group. However, a newer antibiotic 
agent, streptomycin, derived from the Actino- 
myces griseus, appears to be effective against the 
gram-negative bacteria including typhoid (87), 
dysentery, and colon bacilli (93). 

The more recent studies of Zintel and his asso- 
ciates (Am. J. M. Sc., 1945, 210: 421) showed 
that streptomycin administered orally is retained 
in the intestinal tract and that it acts as an effec- 


tive intestinal antiseptic. Studies now in progress — 


suggest its superiority to sulfonamides. 

Meleney stated that in certain surgical infec- 
tions penicillin will obviate surgery entirely; will 
limit the extent of the necessary surgery; will 
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shorten the time for the control of infection; will 
facilitate primary closure immediately after ex- 
cision of the necrotic tissue; or will make second- 
ary closure of the wound possible earlier than 
usual. Penicillin should not be expected to take 
the place of sound surgical procedures such as ade- 
quate débridement, the maintenance of the blood 
supply, the avoidance of tension, and so forth. 
Penicillin, like sulfonamides, will minimize the 
generalized spread of infection from the site of 
injury and cut down the incidence of septicemia, 
but it will not lessen the incidence of local infec- 
tion. 

Fauley, Duggan, Stormont, and Pfeiffer con- 
ducted a controlled experimental study in order 
to establish the effectiveness of penicillin chemo- 
therapy for fulminating diffuse peritonitis pro- 
duced by ligation of the appendiceal base and 
occlusion of the blood supply. The mortality rate 
in a group of 27 untredted dogs was 92.6 per cent, 
but there were no fatalities from peritonitis in 48 
dogs in which penicillin therapy was begun an 
hour postoperatively. Dogs which developed 
fecal fistulas died in spite of the penicillin therapy. 
Among 19 dogs in which initial penicillin therapy 
was delayed for 12 hours there was a mortality of 
21 per cent. It is obvious that penicillin is very 
effective for peritonitis produced in dogs under 
experimental conditions. In man, penicillin 
chemotherapy is not regarded as a substitute for 
early appendectomy, but this form of chemo- 
therapy may be useful (1) in operations in which 
peritonitis is encountered or when localized 
abscesses are broken into; (2) in operations on the 
colon or other portions of the intestine when soil- 
ing has occurred; (3) in the treatment of gunshot 
or traumatic injuries to the abdomen, such as 
underwater blast or battle casualties; and (4) in 
the fleet aboard small ships or submarines and at 
isolated posts where adequate facilities for prompt 
surgery are lacking. 

At the Bethesda Medical Center, penicillin has 
been successfully used in 7 instances of peritonitis 
associated with ruptured appendix. All of the 
patients recovered from the peritonitis, but 1 
patient subsequently died of a pulmonary em- 
bolus (28). 

Greene and Alture-Werber showed that penicil- 
lin instilled into the peritoneal cavity is absorbed 
into the circulating blood in sufficient quantity to 
neutralize penicillin-sensitive invaders. This 
absorption takes place over a longer period of 
time and is more sustained than that which fol- 
lows intramuscular or fractional intravenous 
administration. Peak levels were reached 30 


minutes following the intraperitoneal deposit, but | 
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penicillin in therapeutically sufiicient concentra- 
tion was found in the circulating blood in 3 to 7 
hours in 5 experimental cases and in 1 to 2 hours 
in 2 other experimental cases. 

Intensive experimental studies are now in 
progress to perfect the convenient oral admin- 
istration of penicillin (18). Moses has suggested a 
simple and effective method of administration of 
penicillin by mouth. He gives an oral dose of 
from 1 to 2 c.c. of solution containing from 20,000 
to 40,000 units. Such a small dose is apparently 
absorbed in the mouth, pharynx, and esophagus. 
The reviewer (112) has for some time deposited a 
dosage of 50,000 units of penicillin dissolved in 
¥% c.c. of water or in 5 per cent dextrose solution 
under the tongue with successful results as judged 
by the clinical response. No injurious effect upon 
the oral or lingual mucosa has been observed. 

The rectal absorption of penicillin has been 
studied by Loewe, Alture-Werber, and Rosen- 
blatt who obtained prolonged, effective penicillin 
blood levels following the administration of this 
drug by suppository. 

ANATOMIC CONSIDERATIONS 


Singleton (98) stressed the importance of an 
expert knowledge of the blood supply of the colon 
and contributed an instructive and well illustrated 
paper. The ascending colon, the hepatic flexure, 
and the transverse colon are supplied by the right 
and middle colic arteries which are branches of 
the superior mesenteric vessel. The left side of 
the colon and the upper rectum are supplied by 
the left colic and sigmoidal arteries which are 
branches of the inferior mesenteric artery, the 
terminal portion of which is known as the superior 
hemorrhoidal artery. The remainder of the rec- 
tum and the anus are supplied by the middle 
hemorrhoidal artery, a branch of the internal 
iliac artery, and the inferior hemorrhoidal artery, 
a branch of the internal pudic artery which arises 
from the internal iliac artery. 

The superior mesenteric artery may be double. 
Occasionally the inferior mesenteric artery is 
absent; the superior mesenteric artery may then 
supply the whole intestinal tract from the duo- 
denum to the end of the rectum. The left colic 
artery occasionally fails to anastomose with the 
middle colic artery. The right colic artery is 
inconstant; this artery originates from the super- 
ior mesenteric artery in 40 per cent of instances, 
from the middle colic artery in 30 per cent, from 
the ileocolic artery in 12 per cent, and it is absent 
altogether in 18 per cent of cases. The middle 
colic artery is also inconstant; it normally supplies 
the splenic flexure to a great extent, and to a still 
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greater degree when the left colic artery is either 
absent or poorly developed. In 5 per cent of the 
cases there is a failure of anastomosis of the 
middle and the left colic artery which results “in a 
break in the continuous flow of blood through the 
marginal artery of the colon near its mesenteric 
border. from the cecum through the sigmoid seg- 
ment. 

A fat mesocolon may obscure the visualization 
of, and interfere with palpation of, the mesenteric 
vessels. However, by lifting of the bowel into the 
wound and with the aid of direct illumination, 
these vessels may be visualized. In resection of 
the cecum the ileocolic artery should be ligated 
near the superior mesenteric artery. When during 
the course of such resection the superior mesen- 
teric artery is inadvertently ligated, the blood 
supply to a large portion of the small bowel is 
compromised and will eventuate in the devitaliza- 
tion of the involved bowel. If, in the course of 
resection of the cecum, the ascending colon, and 
the right half of the transverse colon, the middle 
colic artery is ligated near its origin at the superior 
mesenteric vessel, there is a danger of com- 
promise of the circulation, and of devitalization 
of the middle and left half of the transverse colon 
in the event the left colic artery does not anasto- 
mose very freely with the middle colic artery past 
the splenic flexure. 

In resection of the sigmoid it is essential not to 
tie off the inferior mesenteric or the sigmoidal 
arteries lest a large part of the left colon is de- 
vitalized. In resection of the rectum, only the 
superior hemorrhoidal artery should be ligated; 
the sigmoidal arteries should be preserved. Under 
special conditions, such as those described by 
Dixon (33), the short sigmoidal branch may be 
ligated. If the inferior mesenteric artery is tied 
about the origin of the left colic artery, the cir- 
culation of most of the sigmoid will be compro- 
mised and will interfere with the construction of 
an adequate colostomy. 

Dixon (33) has recently shown that the superior 
hemorrhoidal artery may be sacrificed in the 
course of anterior colonic resections without ap- 
parent impairment of the circulation of the 
rectosigmoid and rectum. 

The junction of the middle with the left colic 
arteries makes for a continuous flow of blood from 
the superior to the inferior mesenteric arteries. 
Thus a continuous blood vessel is formed a short 
distance from the mesenteric border on the medial 
aspect of the circle throughout the length of the 
large bowel. This vessel has been described as the 
marginal artery or the arterial arch of Drum- 
mond. However, in spite of the continuous flow 
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of blood through Drummond’swessel, it cannot be 
depended upon to supply sufficient blood to the 
colon in case one of the mesenteric vessels is oc- 
cluded or interrupted. 

At various places the marginal arch of Drum- 
mond is broken into arcades. Vasa recta origin- 
ating from this arch and its arcades enter the 
mesenteric aspect of the colon in a straight course. 
The number of arcades and of the vasa recta of 
the intestinal tract is most numerous in the ileum 
and least numerous in the colon. Since anasto- 
mosis of the vasa recta in the wall of the large gut 
is decidely poor, there is real danger of devital- 
izing the colon upon freeing the mesentery, as may 
be done in performing an end-to-end anastomosis. 
Under all circumstances trauma to these border 
vessels should be scrupulously avoided during any 
surgical procedure. 

The terminal arteries near the bowel wall con- 
sist of short branches which enter the wall 
directly, and of long branches which pass sub- 
serously toward the antimesenteric border. At 
the antimesenteric border only some of the long 
arterial branches of one side of the bowel anasto- 
mose with those of the other side, hence the poor 
blood supply to the antimesenteric area between 
the teniae of the colon. 

On the basis of the foregoing anatomic facts, 
Singleton concluded that (1) in opening the bowel 
in temporary colostomy the incision should be 
made at the antimesenteric border between the 
teniae and the long axis of the bowel; (2) in doing 
ileocolostomy with end-to-side or side-to-side 
anastomosis, this area (antimesenteric) should be 
the site of union; (3) because of the poor anasto- 
mosis between the vasa recta, a minimum amount 
of freeing of the mesentery from the bowel should 
be done when making an end-to-end anastomosis 
of the colon following resection (a point stressed 
by Whipple); and (4) because of the direction of 
the terminal vessel and the lack of anastomosis, 
when resection of the colon is to be followed by 
end-to-end suture the clamp should be placed 
across the bowel at a slight angle so that the cir- 
culation of the free border may be maintained. 
Cutting of the bowel ends obliquely with a view 
to providing an adequate blood supply was long 
ago advocated by Lockhart-Mummery and has 
again recently been stressed by White and Amen- 
dola. 

The omentum and the epiploic appendages may 
be utilized to good advantage in colonic surgery. 
The omentum which embryologically is related to 
the stomach receives its profuse blood supply 
from the gastroepiploic arteries except for an in- 
significant supply from the colon through the 
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small vessel in the phrenocolic ligament. Since 
the omentum has the power to adhere to trauma- 
tized bowel, it is employed to reinforce intestinal 
suture lines in order to prevent leakage. To a 
lesser degree the epiploic appendages may be 
used for the same purpose and should be preserved 
whenever possible. This has been stressed also by 
David. The long arteries within the wall of the 
colon frequently are insinuated in the base of the 
epiploic appendages. When a need arises for the 
removal of epiploic appendages, it is essential to 
avoid injury to these important vessels. This can 
be accomplished by exerting a gentle pull upon 
these fatty structures prior to tying them off, 
which allows the vessel to slip out of the base. 

The lateral peritoneal reflections of the right 
and left sides of the colon are relatively avascular 
because of the radiation of the colonic vessels 
from the center of the abdominal cavity to the 
medial aspect of the colon. This avascular ar- 
rangement of the lateral peritoneal reflections 
permits extensive lateral dissection and freeing of 
the bowel without fear of damage to important 
blood vessels; only the splenocolic ligament re- 
quires ligature as it may contain a small blood 
vessel. Fixed portions of the colon therefore can 
be easily delivered out of the abdomen, which 
makes resection of these segments of the bowel 
relatively easy. The utilization of this knowledge 
in the surgery of warfare has been particularly 


stressed by Colcock and also by Hamilton. 
Norgore repeated Batson’s (Ann. Surg., 1940, 
112: 138) experimental studies, proving that a 
fourth or vertebral system of veins exists in addi- 
tion to the caval, portal, and pulmonary systems. 
In the case of pelvic veins it was demonstrated 
that these easily connect or communicate with the 


vast vertebral plexus. Through the vertebral 
system, tumor cells or infected emboli spread to 
distant organs. The demonstration of this system 
of veins explains the occurrence of the so-called 
“paradoxical metastasis” on an anatomic basis. 
The vertebral veins have no valves and the blood 
flows under low pressure which permits a reversal 
of the blood flow under special conditions such as 
posture, coughing, and sneezing. 

Incidentally, the vertebral system of veins pro- 
vides avenues through which the blood is returned 
to the heart when the large veins are occluded. 


CONGENITAL LESIONS 


Megacolon. The cause of congenital megacolon 
remains a disputed problem. Of etiologic im- 
portance is the imbalance of stimuli to the colon 
from the autonomic sympathetic and parasym- 
pathetic nervous systems. Either hyperactivity 
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of the sympathetic or hypoactivity of the para- 
sympathetic nerves or a still unknown combina- 
tion of neural influences may be present. Surgical 
treatment is indicated for intractable cases and 
for the relief of complications. Sympathectomy 
or sympathetic ganglionectomy does not neces- 
sarily reduce the size of the colonic lumen but will 
improve colonic function and defecation by 
abolishing the inhibitory stimuli of the colon. 
Penick believes that if medical treatment fails and 
the patient is 2 years or older, a left lumbar 
sympathectomy is in order, especially if spinal 
anesthesia produces a copious bowel movement. 
If this procedure fails a right lumbar sympathec- 
tomy, with or without splanchnicectomy, may be 
performed at a future time. If sympathetic 
surgical procedures fail, intestinal resection may 
be indicated. Smithwick is in an essential accord 
with Penick and advised the inclusion of coloni- 
metric studies before operation. Bargen (11) be- 
lieves that sympathectomy has a somewhat 
limited application and prefers colonic resection. 
Patients with a thin or weak colon respond poorly 
to sympathectomy and hence are poor candidates 
for this operative procedure. Volvulus, impac- 
tion, and perforation have been reported to occur 
frequently following sympathectomy. Segmental 
colonic resections are useless because progressive 
dilatation proximal to the resected area occurs 
very often. Colectomy, preferably performed in 
multiple stages with anastomosis of the ileum to 
the lower sigmoid or the upper rectum, is the best 
surgical procedure. Grimson, Vandergift, and 
Dratz have contributed an important article on 
megacolon. On the basis of pathological studies 
they described three types of megacolon: (1) uni- 
form enlargement and dilatation of the entire 
colon and rectum; (2) uniform enlargement and 
dilatation of the proximal colon terminating in 
the sigmoid with a normal lower sigmoid and 
rectum; and (3) immense dilatation of the upper 
sigmoid and the descending colon with or without 
some dilatation of the proximal segments and a 
normal or dilated lower sigmoid and rectum. 
These authors advocated a radical one stage re- 
section with anastomosis of the ileum to the sig- 
moid for the treatment of patients falling into 
group II. Patients in group I usually respond well 
to medical therapy. When recurring episodes of 
impaction and obstruction or other difficulties 
arise, colectomy and ileosigmoidostomy should be 
performed. Protracted medical treatment is 
advised for patients in group III. The authors 
reported 3 successful one stage resections of the 
megacolon with anastomosis between a normal 
portion of the sigmoid and the terminal ileum. 
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Unrotated and unfixed small and large intestine. 
Strauss called attention to a relatively rare con- 
genital anomaly consisting of lack of rotation of 
the colon and an absence of fixation of the mesen- 
teries of the small bowel and colon to the parietal 
peritoneum except for an attachment of the 
bowels at a point where the large blood vessels 
normally enter the mesentery at the celiac axis. 
This anomaly may cause symptoms during child- 
hood or later in life, and may produce longitudinal 
rotation or volvulus with from 5 to 6 complete 
twists in both the small intestine and the colon. 
In 5 such cases encountered by Strauss the bowels 
appeared cyanotic but not strangulated and they 
were easily untwisted. The bowels were then 
anchored in normal position by dissecting free 
small areas of parietal peritoneum and suturing 
them to the segment of the bowel and their 
mesenteries with a view to holding them in the 
correct position. One patient so treated has been 
followed up for 17 years and has remained in 
excellent health; in fact, he is now an athlete in 
one of the large universities. 

Atresias of the small bowel and a congenital 
absence of the rectum and sigmoid are the other 
anomalies alluded to in Strauss’s paper. 

Anorectal stricture. Brenneman recorded his 
experience with some 25 cases of congenital 
anorectal strictures and noted that this condition 
is still not commonly recognized. The obstruction 
is produced by “incomplete fusion of the descend- 
ing mesenteron and the ascending proctodeum 
during fetal life with a resulting iris diaphragm, or 
sickle shaped protrusion from the rectal wall into 
the lumen of the intestine at a point rarely more 
than a centimeter above the sphincter ani.” The 
stricture may be of variable size. If it is of 
moderate caliber there may be little discomfort or 
pain associated with variable degrees of disten- 
tion. On the other hand, if the stricture is tight 
the insertion of the smallest little finger causes 
considerable pain and the child passes a pencil 
sized stool with great effort; meconium and gas 
may not be passed for days. The stricture can be 
successfully dilated in all cases by gentle digital 
dilatation resulting in a cure in every instance. 
One or more periodic dilatations may then be 
necessary. Brenneman encountered only 1 infant 
in whom abdominal distention persisted although 
the stricture was fully dilated. 

Brenneman stated that a similar train of symp- 
toms and signs may be caused by redundant 
valvelike mucosal folds or plications higher up in 
the rectum. He cited an example of a boy about 6 
years old who was suffering from a huge mega- 
colon that could be completely deflated every 
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time a sigmoidoscope was introduced for a dis- 
tance of 4 inches (10 cm.) 

Golomb suggested that the obstetrician should 
make a rectal examination of every infant im- 
mediately after delivery in order to detect anal 
congenital abnormalities at the earliest oppor- 
tunity. 

Cole and Greeley presented a plastic procedure 
using a pedicled skin graft for the treatment of 
anal stenosis in patients with imperforate anus, 
especially that following inadequate operative 
interference at birth. The pedicled skin flap is 
raised from the buttock and transferred to the 
raw operative surface in the anal canal. This 
plastic procedure satisfactorily corrected the anal 
stenosis in 2 girls, 14 and 15 years old, respec- 
tively; incontinence was present only during epi- 
sodes of diarrhea. 


INFLAMMATORY LESIONS 


Appendicitis. Fisher has contributed an in- 
structive article dealing with the fine points of 
diagnosis of appendicitis. First, an attempt is 
made to establish the area of maximum tender- 
ness; then attention is given to Rovsing’s and 
Aaron’s signs. Visceral pain is distinguished from 
parietal pain by applying deep pressure to the 
area of maximum tenderness while the patient 
elevates his fully extended legs. Relief usually 
indicates the visceral origin of pain while accen- 
tuation of pain or the patient’s inability to raise 
his legs because of pain indicates the parietal 
origin of pain. The results of this examination are 
further confirmed by a neurological investigation 
of the abdominal wall. Painful sensations are 
elicited either by pinching, sticking, or scratching 
of the skin with a sharp object. Muscular pain is 
elicited by squeezing the muscles in each flank; 
the presence of parietal pain or neuralgia may be 
further confirmed by blocking the nerves supply- 
ing the abdominal region under study. It may be 
recalled that long ago Carnett published a number 
of articles dealing with intercostal neuralgia as a 
source of error in the differential diagnosis of ap- 
pendicitis. This neuralgia is usually segmental in 
distribution; it may occur anywhere in the 
abdomen, but it is frequently present in the right 
lower quadrant. It should, however, be pointed 
out that visceral and parietal pain may coexist. 

As a result of these painstaking studies 1,500 of 
3,000 cases admitted to the Brooke General 
Hospital with a transfer diagnosis of appendicitis 
were discharged without an operation. One 
thousand (1,000) of the remaining 1,500 soldiers 
who had been appendectomized had had acute 
suppurative appendicitis. There were no deaths 
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among these 1,500 consecutive appendectomies. 
The reviewer has observed a similar record while 
assigned for over a year to the Surgical Service of 
the Station Hospital, Fort Bliss, Texas, which was 
then commanded by Colonel H. L. Conner. 
Stokes reported similar experiences with a small 
series of cases of acute appendicitis in naval per- 
sonnel. 

Strauss believes that a low mortality rate in 
children can be secured by early operation; he 
does not subscribe to the principle of late opera- 
tion or the employment of the Ochsner method of 
treatment. 

Jones (56) estimated that the present mortality 
from appendicitis in civil practice is around 5 per 
cent. As already stated, he believes that sulfona- 
mide chemotherapy has been a beneficial factor in 
the reduction of the mortality and the morbidity 
of this disease. 

Ulcer of colon. Rosser (88) encountered 2 cases 
of simple ulceration of the cecum. Both cases pre- 
sented a syndrome suggestive of tumefaction for 
which resection of the right colon had been con- 
sidered. The so-called “simple ulcer” of the large 
intestine appears as a distinct clinical entity. 
Pathologically it resembles gastric and duodenal 
ulceration. In the acute form it is indistinguish- 
able from acute appendicitis or perforation of a 
sigmoidal diverticulum. All the complications of 
peptic ulcer have been encountered in cecal ulcers, 
that is, acute and subacute perforation, hemor- 
rhage, and obstruction. Barlow (Brit. J. Surg., 
1941, 28:575) stated that this lesion is never 
correctly diagne-ed before operation or autopsy 
except for 1 ulcer, that of the rectum, which was 
correctly diagnosed on biopsy. The treatment, as 
indicated by Rosser and others, is surgical; the 
choice of operative procedures depends on the site 
of the involvement, virulence, stage of the disease, 
and the state of the intestinal wall. 

Venereal lymphogranuloma. The etiologic re- 
lationship of venereal lymphogranuloma to the 
formation of rectal strictures is now generally 
appreciated. Medical therapy and digital or 
instrumental dilatation relieve, but do not cure, 
the disease. Sulfonamide chemotherapy has been 
effective in eliminating the inflammatory activity 
and the secondary infection; no form of medical 
therapy has yet produced resolution of the fibrous 
strictures. Colostomy is indicated for impending 
or actual intestinal obstruction. Woods and 
Hanlon reported good results from the employ- 
ment of combined abdominoperineal resection of 
the rectum; they condemn perineal excision of the 
rectum. Zinninger also reported his best results 
from abdominoperineal resection of the rectum. 
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(Congenital strictures are discussed under con- 
genital lesions.) 

Chronic dysentery and paratyphoid infection. 
Silverman and Leslie reported a syndrome of 
chronic intestinal infection, the etiologic organism 
of which was the Bacillus paratyphosus B., which 
simulated chronic bacillary dysentery. The 
authors are at a loss to explain the sudden ap- 
pearance of paratyphoid B. bacillus as an etiologic 
agent of chronic intestinal infections. This 
organism should be kept in mind when no more 
obvious cause of chronic dysentery is discernible. 
Sandweiss endorsed the fact that paratyphoid B. 
infection may simulate paradysentery (Flexner, 
Schmitz, Alkalescens, and others) infections. 
Incidentally, as a result of his studies of a recent 
epidemic of diarrhea in Detroit, Sandweiss be- 
lieves that bacillary dysentery is on the increase, 
and that the patients who have had bacillary 
dysentery may continue to harbor the organisms 
in the large intestine for a long time. 

Amebic infection. A number of articles dealing 
with amebic ulcerative colitis have appeared in 
the recent literature. This disease is of im- 
portance now because many veterans will return 
from tropical countries where the incidence of 
amebiasis is higher and its clinical expressions are 
more severe, and they may transport amebiasis 
to parts of the United States which have hitherto 
been relatively free of amebic infection or increase 
its incidence in areas where it already is prevalent. 
Intestinal amebiasis may involve the entire colon, 
but is usually localized primarily in the cecal area 
(cecum, appendix, distal segment of the ileum, 
and proximal segment of the ascending colon) and 
in the rectal area (rectum and sigmoid). The 
lesions in the terminal portion of the colon as 
viewed through a sigmoidoscope are quite char- 
acteristic. Usually the roentgenologic pattern is 
clearcut. 

Amebic ulcerative colitis responds well to con- 
servative treatment. The most commonly used 
amebecides are emetine hydrochloride, cabarsone, 
chinifon and diodoquin. Emetine hydrochloride 
controls only the acute symptoms of amebic 
colitis. However, this drug is effective in amebic 
hepatitis and hepatic abscess. During the period 
of treatment the carbohydrate intake shou!d be 
reduced, and the intake of nutritious, readily 
digestible animal proteins should be increased. 
The beneficial effect of vitamins remains to be 
assessed (39). 

In 1942, Ochsner and DeBakey estimated that 
about 1,000,000 people in the United States may 
have amebiasis of surgical significance (Jnternat. 
Clin., 1942, 1: 69). 
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Chronic ulcerative colitis. This disease is char- 
acterized by a tendency toward chronicity and 
spontaneous remissions and exacerbations. The 
important complications of this disease as out- 
lined by Jones (56) are: (1) perforation with 
generalized peritonitis or localized abscess with 
fistula formation; (2) hemorrhage; (3) stricture 
and narrowing of the lumen, and (4) pseudo- 
polyposis with possible malignant degeneration. 
Most, if not all, authorities agree that surgical 
treatment is indicated when this disease is no 
longer tractable to medical therapy, when ir- 
reversible anatomic changes take place, or when 
complications arise. Early ileostomy is now re- 
ceiving serious consideration by a number of 
progressive surgeons. In children Strauss per- 
forms an early simple loop ileostomy if the disease 
does not subside within a period of a few weeks as 
he believes that early ileostomy is the only means 
by which the progressive pathological colonic 
process can be halted and consequent destruction 
of the colon avoided. In 4 of his 5 patients the 
ileostomy was closed within 4 years and the pa- 
tients have remained well. 

Cave stated that the average elective operation 
consists of three stages: (1) ileostomy; (2) sub- 
total colectomy; and (3) proctectomy. Ileostomy 
as an emergency procedure is performed only for 
impending perforation and not for massive 
hemorrhage; the latter should be treated con- 
servatively as the postoperative mortality is 
unduly high. At present, subtotal colectomy is 
performed within 6 months after ileostomy. Proc- 
tectomy is not necessary for all cases, as many 
patients remain well following subtotal colectomy. 
The rectum is removed in those cases in which 
bloody discharge from the anal canal continues 
and when the patient fails to gain weight. An 
important reason for saving the rectum is the 
probability of anastomosing the ileum to the 
rectum at a future time (Garlock, 1941); this 
procedure was successfully accomplished by Cave 
in r case and by Garlock in 6 cases after a wait of 
from 2 to 3 years. Garlock, however, sounded a 
cautious warning as he has observed 3 cases of 
malignant degeneration in severe chronic ul- 
cerative proctitis in which the malignancy was of 
such high grade as to result in early death of the 
patient. 

McNealy pertinently stated that “no one re- 
gards a colectomy as a curative procedure. It is 
done in order to remove a useless damaged in- 
testine which by its presence may continue to 
undermine the health of the patient. It is a source 
of danger from hemorrhage, stricture, perfora- 
tion, and malignancy. Colectomy should not be 
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done as a heroic procedure when the patient’s 
condition is considered desperate, but should be 
reserved for the chronic cases and then done in 
stages.” 

In ro per cent of the patients the ulcerative 
process is limited to the right colon. For this 
group of patients an end-to-end ileosigmoidos- 
tomy with subsequent resection of the involved 
colon is indicated. When the disease is limited to 
the rectum, sigmoid, and descending colon only, 
Cave performs a transverse colostomy with resec- 
tion of the descending colon at one stage and 
removes the sigmoid and the rectum at the sub- 
sequent stage. The technical operative considera- 
tions are discussed in some detail. Of particular 
interest is the utilization of the Miller-Abbott 
tube; this tube is introduced 2 days before opera- 
tion. By the time of operation the tube has 
usually telescoped the entire small bowel and 
reduced it to a small mass. This maneuver, first 
suggested by Leland MacKittrick, reduces the 
time of operation and facilitates the packing away 
of small bowel during resection of the colon; this 
is especially useful when the splenic flexure is 
dissected from its bed and detached from its 
mesentery during the process of mobilization and 
division of the splenocolic ligament. 

In a series of 146 major operations performed 
on 68 patients, Garlock encountered 8 instances of 
acute intestinal obstruction which occurred some 
time after the patients were discharged from the 
hospital. This experience stresses the importance 
of absolute peritonealization of all raw surfaces at 
the time of the colonic resection and the need for 
elimination of intraperitoneal pockets to avoid 
herniation of the bowel with subsequent obstruc- 
tion. 

Regional ulcerative colitis. In this disease seg- 
ments of from 6 to 12 inches of the colon are dis- 
eased with normal bowel at both ends of the 
lesion. The exact diagnosis is made by means of 
roentgenography. Resection of the diseased seg- 
ment of the colon is effective for this lesion (43,9). 

Sigmoid diverticulitis. Jones (56) divided this 
lesion into three categories: (1) diverticulitis with 
enterospasm, (2) diverticulitis with infiltration, 
and (3) diverticulitis with perforation. Patients in 
the first category do well under medical treatment 
which consists of rest in bed, hot packs to the 
abdomen, antispasmodic drugs, and phenobar- 
bital. This therapeutic regimen does not in- 
fluence the lesion when the pathological process is 
progressive and goes on to infiltration of the bowel 
wall. Roentgenography shows the filling defect to 
be long, considerably longer than that observed in 
malignancy. Diverticula may not be visualized 
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because their ostiums may be closed off by the 
edema in the intestinal wall. Conservative treat- 
ment is still indicated unless complications, of 
which obstruction is most frequent, ensue. “Here 
clinical judgment alone determines the optimum 
time of surgical intervention.” If surgery is 
indicated, Jones prefers a transverse colostomy 
which is kept functioning from 6 to 12 months in 
order to allow complete subsidence of the in- 
flammatory process. Here again fine surgical 
judgment will determine whether or not the 
colostomy should be closed without prior resec- 
tion of the diverticular segment of the colon. 
Rosser (89) has observed recurrences of diver- 
ticulitis after the closure of colostomy without 
preliminary resection of the diverticular segment 
of the gut. He allows the colostomy to function 
for a period of about 8 weeks when the diverticu- 
lar segment is resected and intestinal continuity 
is re-established. Babcock (Rev. Gastroenterol., 
1941, 8: 77) states that medical treatment affords 
symptomatic relief only. He contends that the 
present morbidity and mortality of diverticulitis 
recall the mid-Victorian era in appendicitis. 
Radical surgery for early stages of diverticulitis is 
curative and attended by a low mortality. 

There is no difference of opinion as to the 
management of diverticulitis with perforation. 
In the acute stage, an immediate and simple 
operative procedure of incision and drainage is 
instituted. Suturing of the perforated area is 
useless as the sutures will not hold and may cause 
considerable damage by breaking down the pro- 
tective barriers. McNealy advocated colostomy 
or ileostomy with exteriorization of the lesion 
whenever possible. 

In the chronic stage, progressive perforation 
may occur and result in the development of a 
peridiverticular abscess. A diverticular abscess 
may perforate into: (1) the bowel; (2) the urinary 
bladder with the formation of a vesicocolic fistula; 
(3) the adjacent tissues with walling off; and 
(4) through the pelvic floor and simulate an 
ischiorectal abscess or fistula-in-ano. Perforation 
of the abscess into the rectum is the most desired 
sequel. Vesicointestinal fistula calls for a pre- 
liminary colostomy which is maintained until 
either spontaneous or operative cure has taken 
place. It is frequently necessary to dissect the 
colon from the bladder with closure of both 
openings (56). A walled off abscess resulting 
from perforation of a diverticular abscess into the 
surrounding tissues may eventually make its way 
to the abdominal wall where it may open spon- 
taneously or after it is incised. Asa result of this, 
a fistula frequently develops. The fistula thus 
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produced will occasionally close spontaneously. 
If an antecedent colostomy is present, the di- 
verticular segment of the sigmoid (if not longer 
than 6 inches) and the fistulous tract should be 
excised simultaneously and intestinal continuity 
re-established prior to closure of the colostomy. 
Jones regards excision of the fistulous tract and 
closure of the intestinal opening without resection 
of the diverticular segment of the bowel as poor 
surgery because in most cases this procedure will 
fail and the fistula will recur. 

Solitary diverticulitis of the cecum. Baker and 
Carlile reported 2 cases of solitary diverticulitis of 
the cecum, and Noon and Schenk added 3 more 
cases, which makes a total of 42 such cases re- 
ported in the American and British literature. In 
the majority of cases a preoperative diagnosis of 
acute appendicitis was made, as it is almost im- 
possible to make the correct diagnosis of solitary 
diverticulitis of the cecum preoperatively. The 
following cecal lesions must be considered in the 
differential diagnosis, in the order given with re- 

ard to frequency of occurrence: (1) appendicitis, 
0) carcinoma, (3) tuberculosis—ulcerative or 
hyperplastic forms, (4) actinomycosis, (5) simple 
inflammatory tumors, and (6) nonspecific ulcers. 
Minimal surgery rather than extensive resection 
is indicated. The prognosis is good. 

Manson’s schistosomiasis. Koppisch presented 
a comprehensive discussion of Manson’s schis- 
tosomiasis, which has now assumed added im- 
portance since our troops returning from tropical 
battle theaters will import this disease to the 
United States. This disease is acquired by bath- 
ing or working in infested water. In man, the 
parasites (metacercaria) usually enter the lungs 
via the veins and pursue an intravascular course. 
Those parasites that are not destroyed in the 
pulmonary circulation reach the left side of the 
heart. It appeags that only the parasites which 
reach organs that are drained by the portal 
system have a chance of survival in the mam- 
malian host. These attain maturity in the intra- 
hepatic portal branches. The mature male and 
female parasites wander against the blood current 
and copulate in the larger venous branches of the 
portal vein showing an unexplained preference for 
the lower colonic and rectal tributaries. The ova 
are deposited primarily in the submucosal venules 
of the colon. The exact modus operandi of how 
the ova pass from the venules into the lumen of 
the intestine has not yet been explained; the ova 
may get there through areas of ulceration or ac- 
cidental abrasion. The characteristic microscopic 
reaction to the ova is the formation of a pseudo- 
tubercle with a peripheral zone of infiltration of 
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lymphocytes, eosinophils, and monocytes. Later, 
fibroblasts appear and form a round fibrous 
nodule. Progressive fibrosis of the portal spaces 
and the submucosa of the colon extending over a 
period of years leads to the development of portal 
cirrhosis and splenomegaly. The fundamental 
pathological triad of this disease consists of 
colitis, portal cirrhosis, and splenomegaly, al- 
though a variety of other conditions may also be 
produced. Besides colitis, fistulas to the perineum 
or retroperitoneal spaces, as well as colonic and 
anal polyps may occur. The ova or pseudotuber- 
cles found in the appendix may produce symp- 
toms of appendicitis. When large numbers of ova 
are laid in the mesocolon or the mesentery, 
massive fibrosis with edema may form with a 
resulting tumorlike mass which may produce 
intestinal obstruction. 

The manifestations of schistosomiasis can be 
grouped into three clinical and anatomic stages: 
early, intermediate, and late. In man, the early 
stage is usually asymptomatic except for pruritus 
of short duration over the skin that was exposed 
to the infested water. There are no definite 


means of diagnosis before the ova begin to pass 
with the feces. The intermediate stage corre- 
sponds to the onset of oviposition, about the 
fortieth day after exposure. There is an abrupt 
onset of a remittent or intermittent type of fever, 
reaching as high as 104° F. daily, with or without 


a chill, and lasting for about 3 weeks. The fever 
is accompanied by abdominal discomfort or pain, 
distention, and diarrhea, with or without blood. 
A persistent and hacking cough may also be 
present. Physical examination may show hepato- 
splenic enlargement and patchy areas in the 
lungs. Eosinophilia with a normal or abnormal 
leucocytic count may be present. After the sub- 
sidence of fever which is believed to coincide with 
the beginning of oviposition, the,clinical course is 
variable. Some patients have abdominal dis- 
comfort and more or less prolonged bouts of 
diarrhea, which, during the quiescent periods, can 
be provoked by dietary excesses or indiscretions 
or the ingestion of alcoholic beverages. Eosino- 
philia is a valuable frequent finding. Sigmoid- 
oscopy may show extensive superficial mucosal 
ulcerations and polyps. As stated before, a 
tendency toward fistula formation is always 
present. 

The late stage of this disease is one of frank 
visceral damage. The colitis itself, which may 
constitute a prominent part of the clinical picture 
from very early in the course, should not, unless 
grossly misdiagnosed and neglected, decide the 
outcome of the disease. 
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NEOPLASTIC DISEASE—BENIGN LESIONS 

Polyps. The term polyp connotes either a 
sessile or a pedunculated benign tumor that arises 
from the mucosa. These tumors may be classified 
into various types on the basis of structure. 
Helwig studied the incidence and distribution of 
benign tumors of the colon in 1,460 autopsies. 
All grossly discernible mucosal elevations and ir- 
regularities were recorded. The following lesions 
were encountered: (1) adenomas, 139; (2) lipomas, 
13; (3) leiomyoma, 1; and (4) carcinoid, 1, which 
made a total of 154 benign tumors. Single adeno- 
mas were noted in 80 cases, and 2 or more were 
discernible in 59 instances. About 50 per cent of 
the cases showing adenomas of the rectum also 
had adenomas of the colon. This is in agreement 
with Kennedy e¢ al. The distribution of adenomas 
in the various segments of the colon was as fol- 
lows: (1) cecum, 11.8 per cent; (2) ascending 
colon, 15.4 per cent; (3) hepatic flexure, 4.4 per 
cent; (4) transverse colon, 11.8 per cent; (5) de- 
scending colon, 8.1 per cent; (6) sigmoid colon, 
27.9 per cent; and rectum, 15.8 per cent. This 
study shows that the greatest incidence of 
adenoma occurs in the sigmoid colon, which is in 
accord with the earlier reported observations of 
Saint and Lawrence. Histological examination 
revealed structural variation among different 
adenomas as well as among solitary adenomas. 

Kennedy, Dixon, and Weber studied 11 chil- 
dren with polyps of the colon that were situated 
beyond the reach of the sigmoidoscope. Because 
in at least 50 per cent of the cases polyps in the 
rectum are associated with similar lesions above 
the reach of the sigmoidoscope, these authors be- 
lieve diagnostic roentgenography of the colon is 
mandatory whenever rectal polyps are discovered. 
They described in detail their technique of roent- 
genological examination of the colon. David 
believes that many polyps situated above the 
reach of the sigmoidoscope can be demonstrated 
by roentgenography with barium and air injec- 
tions and by making steroscopic films. He also 
stressed that repeated x-ray examinations may be 
necessary in order to determine that a defect en- 
countered during the initial examination is again 
present in subsequent studies. 

David, Lahey, Gerwig and Stone, and others 
believe that polyps “constitute a definite pre- 
cancerous lesion.” The transition from hyper- 
plasia of the mucosa to adenoma and in turn to 
cancer is difficult to define and to recognize. The 
earliest cancers of the colon observed by David 
are those occurring at the periphery of peduncu- 
lated adenomas. In performing a biopsy of an 
intestinal polyp, it is important to remove a por- 
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tion of the bizzare appearing mucosa at the base 


of the polyp or, better still, several portions of. 


tissue should be removed for microscopy. 

Kennedy, Dixon, and Weber believe that since 
the exact pathological nature of a polyp cannot be 
ascertained except by microscopy, every polyp 
should be removed. The polyps in 9 of their 11 
patients revealed adenocarcinoma on microscopic 
examination and those in the 2 remaining pa- 
tients were classified as adenomas. These authors 
believe that even if the polyp is benign “‘its pres- 
ence is undesirable as it can cause intussusception, 
obstruction, or bleeding.” This is in agreement 
with Gerwig and Stone. 

The relationship of polyps to the development 
of multiple cancers of the colon is discussed else- 
where in the text. Uihlein and McDonald have 
dwelt upon the relationship of polyps to cancer of 
the appendix. 

It is now generally accepted that all accessible 
colonic mucosal excrescenses and polyps should 
be biopsied and studied microscopically. To 
facilitate the removal of mucosal excrescences and 
to make it possible for the surgeon to visualize the 
tissues to be removed, the reviewer has devised an 
angulated biopsy forceps with a cutting jaw 
mechanism which operates at an angle of 30 de- 
grees from the axis of the shaft that can be rotated 
360 degrees (79). This forceps has been accepted 
by the Army and is listed in the official catalogue. 

Endoscopic fulguration is employed for the 
eradication of benign, pedunculated or sessile, 
polyps as well as mucosal excrescences that are 
situated within the reach of the sigmoidoscope 
and the electrodes. The pedunculated polyps can 
be removed expeditiously and safely with an 
electric snare. 

For invasive polypoid lesions or those asso- 
ciated with ulceration, radical surgical extirpation 
is advocated by David and Baker (7). 

For the extirpation of large benign sessile tu- 
mors without induration and ulceration that are 
situated in the ampulla, David splits the rectum 
up to the coccyx and removes the tumor with a 
cutting cautery through the submucosa of the 
rectum. In some cases a complete circumferential 
mucosal excision with end-to-end suture is per- 
formed. The original posterior incision is then 
closed in layers without the placing of sutures 
through the mucous membrane of the rectum. 
The external anal sphincter muscle is sutured 
separately with two catgut interrupted mattress 
sutures. Healing without fistula formation has 
taken place in all cases with unimpaired con- 
tinence of the sphincter muscle. One of David’s 
15 patients thus treated developed a small recur- 
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rence of the polyp which was successfully de- 
stroyed by fulguration. 

For the treatment of such or similar lesions the 
reviewer has devised a special double loop electric 
resector (110). To remove the tumor, the open . 
loops are placed upon the neoplasm, the desired 
cutting current is applied, and the loops are 
closed. These maneuvers are repeated until all 
the intraluminal projection of the neoplasm is 
resected. The base of the tumor may be coagu- 
lated at the conclusion of the resection or at a 
later date. Bleeding is usually prevented by the 
hemostatic effect of the cutting current or it may 
be easily controlled by coagulation with the same 
instrument merely by substituting the coagulating 
for the cutting current. 

For the extirpation of the pedunculated type of 
colonic polyps that are situated above the reach 
of the sigmoidoscope colostomy is indicated and 
for the sessile type, segmental resection (32,61). 
Dixon ef al make use of a cold light to locate 
polyps that cannot be found by palpation. In a 
darkened room, a light placed behind the colon 
makes it possible to distinguish polyps from 
particles of fecal material. Not only the polypoid 
mass but the blood vessels of the polyp and the 
pedicle can thus be visualized. In transcolonic 
excision of polyps, the colon is opened longitudi- 
nally through the longitudinal muscle on the anti- 
mesenteric border. The incision is closed by 
suturing the colon transversely (Dixon), or longi- 
tudinally (David). David also sutures an epiploic 
appendage over the suture line. For segmental 
resection of the bowel a multiple stage excision is 
performed. David employs the Rankin type of 
obstructive resection; end-to-end resection with 
primary anastomosis is favored by other surgeons. 

Multiple inflammatory polyps found in chronic 
ulcerative colitis call for a colectomy in order to 
avoid malignant degeneration. The occasional 
polyp seen following amebic dysentery or ulcer- 
ative colitis can be treated in the same manner 
= polyps of noninflammatory origin are man- 
aged. 

In recapitulation it can be stated that benign 
colonic polyps have the propensity to undergo 
malignant transformation; they are always a 
potential source of malignant tumors. Gerwig 
and Stone stated that polyps bear the closest 
relationship to malignancy when they are situated 
in the descending colon, sigmoid colon, and rec- 
-tum, and the most remote relationship when they 
are situated in the transverse colon and the small 
bowel. The destruction of colonic polyps is 
mandatory not only when they produce symp- 
toms but at the time when their existence is 
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discovered. It is known that some polyps may 
remain benign for a long time but they cannot be 
trusted to do so in the light of clinical experience 
and also because to date we have no precise 
means of foretelling when the transition from 
benignancy to frank cancer will begin. Pro- 
crastination in the treatment of benign colonic 
neoplasms is the result of unpardonable incompe- 
tence or ignorance. 

Familial polyposis. Wilensky discussed diffuse 
polyposis or adenomatosis of the colon. The pre- 
operative and especially the postoperative man- 
agement is discussed in detail, with special 
reference to the newer knowledge of nutrition 
including proteins, electrolytes, and vitamin de- 
ficiencies. He reported on a patient in whom a 
colectomy was carried out in three stages at 6 
week intervals. At the first operation the terminal 
ileum, cecum, appendix, ascending colon, and 
about one-third of the transverse colon were re- 
moved and an ileostomy was established; at the 
second operation the remainder of the transverse 
colon, the descending colon, and most of the 
sigmoid colon were removed; and at the third 
procedure a combined abdominoperineosacral ex- 
tirpation of the sigmoid, rectum, and anus was ef- 
fected. Gerwig and Stone, on the other hand, 
recommend that the rectum be saved whenever it 
is possible to rid it of the polyps by fulguration. 
They combine graded colectomies with anasto- 
moses of the ileum to the rectum. It is now 
generally conceded that, at least in selected cases, 
a successful ileosigmoidostomy or ileoproctostomy 
can be safely performed after the rectal polyps 
have been destroyed by fulguration prior to the 
anastomosis. 

Lipoma. Schottenfeld stated that this lesion is 
encountered clinically with relative infrequency, 
and that autopsies have revealed a greater in- 
cidence than has been clinically detectable, which 
shows that lipomas may exist as silent lesions. 
The various theories of the pathogenesis of lipo- 
mas are discussed. Lipomas are differentiated 
benign neoplasms. Ninety per cent of the in- 
testinal lipomas occur in the submucosa; submu- 
cosal and subserosal lipomas may occur in the 
same individual. Lipomas may be single or 
multiple, sessile or pedunculated, and nonob- 
structive or obstructive in type. Intestinal 
obstruction may be produced directly by the 
tumor or indirectly by intussusception due to the 
tumor. The treatment is surgical unless the tu- 
mor is expelled spontaneously. Helwig is in 
essential agreement with the foregoing. 

Leiomyoma. Helwig encountered 1 case of 
leiomyoma of the sigmoid, an uncommon lesion, 


in his series of 1,460 autopsies. The mucosa was 
smooth and reddish brown in coloration. The 
histological picture is reported in detail; no 
mitotic figures or giant cells were found. These 
tumors occur submucously, subserously, or intra- 
murally; combinations of them may occur in the 
same individual. 

Carcinoid. Helwig reported the sixth case of 
carcinoid of the rectum. Grossly, the tumor 
formed a firm hemispherical nodule which pro- 
jected into the intestinal lumen. The nodule was 
covered by a smooth mucosa which was affixed to 
the tumor and moved freely with the submucosa. 
The cut surface was grayish yellow in appearance. 
The microscopic picture was described in detail. 
It is generally believed that carcinoids are de- 
rived from the Kultschitsky cells of the intestinal 
mucosa; these cells occasionally occur also in the 
colon (Pessin). Helwig believes that some car- 
cinoids of the colon have been confused with 
cancer. 

Carcinoids of the appendix are discussed by 
Uihlein and McDonald and are reviewed else- 
where in the text. 

Endometriosis. Jenkinson and Brown found 
endometriosis of the rectosigmoid in 47 of 117 


. cases of genital endometriosis. The disease occurs 


during active menstrual life and is characterized 
by a high incidence of menstrual abnormalities, 
absolute or relative sterility, intestinal symptoms 
suggestive of progressive obstruction with exacer- 
bations at menstrual periods, and absence of 
cachexia and weight loss; it is also associated with 
uterine benign tumors. Frequently there is gross 
and occult blood in the stool in the absence of 
anorectal disease, and, on sigmoidoscopy, narrow- 
ing of the lumen with an intact but puckered red 
and congested mucous membrane is discernible. 
A biopsy would establish a positive diagnosis, but 
it is seldom performed because the mucosa is very 
infrequently ulcerated. The double contrast 
barium enema may reveal a filling defect of from 
to to 15 cm. long resembling cancer. Fixation and 
tenderness to palpation may be present on fluor- 
oscopy. Surgical castration (removal of both 
ovaries) without resection of the constricting 
segment of the colon resulted in the restoration of 
the complete lumen of the bowel. ~~ 


NEOPLASTIC DISEASE—MALIGNANT LESIONS 


Multiple cancer. Slaughter has contributed a 
very comprehensive review of the subject of 
multicentric origin of cancer. The neoplasms of 
the gastrointestinal tract have received extensive 
consideration. Slaughter believes that multipie 
tumors occur more frequently than could be ex- 
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pected on the basis of chance alone. The inci- 
dence of such tumors is on the increase because 
more and more cancer patients are cured and 
survive long enough to form new neoplasms. 
Benign multiple new growths are potential sources 
of malignant neoplasms. 

Accepting the criteria of Warren and Gates 
(Am. J. Cancer, 1932, 16: 1902) that each of the 
multiple tumors must be malignant and distinct, 
and that one neoplasm cannot arise as a metas- 
tasis from the other, Berson and Berger studied 
16 histologically verified cases of multiple colonic 
cancers. Thirteen patients had had 2 cancers, 
while 3 patients had 3 malignant neoplasms. 
Eleven tumors occurred in men and 5 in women 
The youngest patient was 28 and the oldest was 
71 years old. Six, or 37.5 per cent, of the 16 pa- 
tients with multiple colonic tumors had had con- 
comitant polyps, 4 of which, or 67 per cent, were 
malignant. These authors reported on 1 patient 
who had a benign rectal polyp at the time of 
operation upon the splenic flexure and who re- 
turned a year later with an extensively infiltrating 
carcinoma at the site of the previously noted 
benign neoplasm. 

Multiple carcinomas may be either synchro- 
nous, when of simultaneous occurrence, or meta- 
chronous, when they develop at different times. 
Brindley’s dictum that a patient with one cancer 
is a good subject for the development of a second, 
and is more susceptible than one who is cancer 
free is emphasized. Patients with colonic malig- 
nant lesions should be carefully scrutinized before 
operation and at the time of operation, and 
should be followed up periodically after operation. 
A patient may be cured by a successful operation 
of one cancer only to die from another that was 
either overlooked before or during the operation. 

Bacon and Gass (6) reported that the rate of 
published cases of multiple primary malignancies 
limited to the anus, rectum, and sigmoid colon is 
8.8 per year. They also re-emphasized that one 
malignancy does not confer immunity against 
another malignant new growth and that the 
possibility of occurrence of multiple tumors 
should always be kept in mind. 

Surgical pathology. Dukes studied macro- 
scopically and microscopically the surgical speci- 
mens of more than 1,000 cases of cancer of the 
rectum that were treated by excision. To find out 
the relationship of therapeutic results to the site 
of the cancer of the rectum, Dukes followed up 
370 patients who had undergone abdomino- 
perineal or perineoabdominal operative pro- 
cedures and found that in the absence of gland- 
ular metastases the operative results were about 
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the same regardless of the location of the rectal 
tumor. In patients with glandular metastases the 
surgical results depended to some extent upon the 
location of the primary rectal tumor. Those neo- 
plasms that were situated in the ampulla showed 
poorer operative results than the growths of a 
similar stage of development that were situated 
either in the upper or in the lower third of the 
rectum. This was believed to be due to the lateral 
lymphatic spread of cancer cells from the ampulla 
along the course of the middle hemorrhoidal 
vessels. Hence, the ampulla is believed to be the 
worst anatomic site for a rectal cancer with 
lymphatic metastasis. 

There is no direct relationship between the size 
and the surface area of a rectal malignant neo- 
plasm and the extent of lymphatic or venous 
metastasis. A high grade but small and shallow 
cancer may metastasize to distant areas via the 
lymph and venous vessels, while a large fungating 
malignancy may remain localized in the sub- 
mucosa for a long time. The shape of the cancer 
is of more importance than the size. Polypoid or 
protruding neoplasms have a tendency to metas- 
tasize late, whereas deep ulceration frequently 
signifies deep penetration into the perirectal 
tissues and has a greater tendency toward lym- 
phatic spread. 

Hepatic metastasis usually results when can- 
cerous emboli travel up to the liver via the hemor- 
rhoidal veins; only in some instances are clumps 
of cancer cells found in these veins or in their 
tributaries. As a rule intravenous extension is in 
continuity with the primary neoplasm. In 17 per — 
cent of the 1,000 surgical specimens cancer cells 
were found in the hemorrhoidal veins. A more 
rapid primary growth usually has a greater 
tendency toward venous spread. Autopsies of 
only 20 of 63 patients who died within from 7 to 
14 days after adominoperineal resection revealed 
cancer cells in the hemorrhoidal veins, and only 
10 of these 20 had liver metastasis. This observa- 
tion shows that although hepatic metastasis is 
more common in patients with venous spread, no 
accurate prediction of liver metastasis can be 
made from the finding of cancer cells in the 
hemorrhoidal veins. 

The cancerous rectal tissue itself exerts little, if 
any, stimulus to the production of the new lym- 
phatic glands; the stimulus to the proliferation of 
lymphoid tissue apparently arises from the septic 
absorption and this, in turn, depends mostly upon 
the extent of the surface area of the malignant 
ulceration. Metastases are seldom encountered 
in well differentiated neoplasms of a low grade of 
malignancy, but metastases are present in the 
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rapidly growing anaplastic malignancy, confirm- 
ing the dictum “the more anaplastic the tumor, 
the higher the incidence of lymphatic metas- 
tases.” 

The prognosis of resection of the rectum for 
cancer deteriorates with the increase in the num- 
ber of involved glands; it is bad when more than 3 
or 4 glands are affected. Patients who had had 1 
to 3 glands involved frequently survived 5 years, 
but the fifth year of the survival is frequently 
denied to the patient with more than 4 metastatic 
glands. 

Metastasis to epiploic appendages. Gilchrist and 
David in the course of their studies of cleared 
specimens of carcinomas of the rectum and sig- 
moid encountered lymph nodes in epiploic ap- 
pendages; metastatic carcinoma was found in the 
lymph nodes of 5 of their patients. Subsequent 
experimental injectional studies showed that 
there are subserosal lymph channels on the anti- 
mesenteric border of the sigmoid colon which run 
for from 2 to 3 cm. lengthwise of the bowel before 
turning laterally to drain into the mesentery. 
These lymph channels may drain into the lymph 
nodes within the epiploic appendages or the 
channels may traverse the epiploic appendages 
and drain into the mesenteric lymph nodes. The 
demonstration of these lymph channels plus the 
finding of metastases in lymph nodes within 
epiploic appendages that are situated 2 or 3 cm. 
from the primary tumor suggest that at least 3 
cm. of the bowel proximal to a neoplasm should 
be resected when radical resections of malig- 
nancies are undertaken. Mayo and Schlicke 
(South. Surgeon, 1942, 11:14) advocated wide 
resection of bowel adjacent to the tumor because 
of their belief that mucosa adjacent to an in- 
testinal tumor has a definite tumor-forming 
propensity. 

Carcinoma of the colon in pregnancy. Finn and 
Lord reported a case of acute intestinal obstruc- 
tion caused by carcinoma of the colon which oc- 
curred during pregnancy, and briefly reviewed the 
literature dealing with carcinoma of the colon 
complicating pregnancy. Their patient is ap- 
parently the only one who has survived. They 
employed a preliminary transverse colostomy 
which was followed by a resection of the tumor- 
bearing bowel with an aseptic anastomosis. The 
transverse colostomy was subsequently closed. 

Carcinoma of the vermiform appendix. Uihlein 
and McDonald believe that carcinoma of the 
appendix may be conveniently divided into three 
varieties: (1) the carcinoid type; (2) the cystic 
type which produces the so-called pseudomyxoma 
peritonei; and (3) the colonic type. The car- 
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cinoid type usually occurs at the tip, is yellowish 
in color, and solid in consistency. Histologically, 
it presents poorly formed acini, an intact mucous 
membrane over the tumor, and few mitotic cells. 
There is a reduction of silver salts and an affinity 
for chrome salts. Metastasis to regional lymph 
nodes occurs in less than 1 per cent of the cases. 
The cystic type occurs either at the tip or at the 
base. Papillary projections originating in the 
cyst with few epithelial cells and few mitotic cells 
are seen histologically. The microscopic picture 
is comparable to that of cystadenocarcinoma of 
the ovary. This tumor secretes large quantities of 
mucus which probably destroys the epithelial 
cells and may produce the so-called pseudomyx- 
oma peritonei. The colonic type, of which the 
authors have reported 5 cases, may occur at the 
tip but more often it occurs at the base of the 
appendix. Grossly, the lesion is grayish in color 
and polypoid or ulcerating in character. Histo- 
logically, the acini appear well formed and the 
mucosa is ulcerated and resembles colonic car- 
cinoma. Lymphatic and hepatic metastases take 
place. The comparative incidence of occurrence 
of the three types of carcinomas is 89 per cent for 
the carcinoid, 8 per cent for the cystic, and 3 per 
cent for the colonic types. The colonic type may 
originate in an adenomatous polyp. The authors 
stress the necessity for investigation of the colon 
for evidence of other tumors in view of the fact 
that several cancers may appear in the colon at 
the same time. 

Treatment of carcinoma of the rectum. The 
treatment of carcinoma of the rectum, like car- 
cinoma of other parts of the body, calls for radical 
surgery. The one stage abdominoperineal resec- 
tion of Miles is the most widely employed pro- 
cedure (7, 68, 105, 69, 24, 44, 51). Coller and Ran- 
som (24) believe that with early diagnosis of car- 
cinoma of the rectum the resectability, a term 
coined by Allen, is appreciably increased. Coller 
and Ransom, using the Miles operation, were able 
to lower the mortality in spite of an increased rate 
of resectability. For patients who are considered 
bad risks because of concomitant constitutional 
disease, surgical procedures which are less radical 
in scope are practiced (24, 44). 

Since 1930, Singleton (99) has performed 
perineoabdominal resection on 46 consecutive 
patients for carcinoma of the rectum. Two 
deaths occurred early in his experience, but there 
has been no mortality in 39 consecutive patients. 
Preoperatively, an indwelling Levine tube for 
gastric suction is introduced before anesthesia is 
begun. The patient is placed in an exaggerated 
lithotomy position and a urethral catheter is in- 
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serted into the urinary bladder and allowed to 
remain for 1 week postoperatively. A strip of dry 
gauze is inserted into the rectum; this maneuver 
helps to indentify the rectum and to make dissec- 
tion easier. The gauze absorbs the fluid fecal 
contents and prevents spillage into the wound in 
case of accidental trauma to the rectum. The 
anus is subsequently closed with a double row of 
purse-string sutures. The incision is made from 
just above the tip of the coccyx and is carried 
anteriorly around the anus. In men the coccyx is 
removed. The rectum is liberated and the in- 
ferior hemorrhoidal vessels are ligated. The 
levator ani muscles and the triangular ligaments 
are cut. After the fascia propria is incised the 
rectum is freed manually; special care is exercised 
in freeing the rectum from the urethra and pros- 
tate. In women, Singleton excises the posterior 
wall of the vagina with the rectum. The peri- 
toneum is opened above the level of the prostate 
by incising it around the rectosigmoid. The 
rectum is drawn into the wound for a considerable 
distance and the lateral attachments of the peri- 
toneum to the rectum are incised up to the sig- 
moid. The anus and a part of the rectum are 
insinuated into a sterile glove and tied securely 
and then are pushed up into the peritoneal cavity. 
The peritoneum at the biadder is sutured for a 
short distance and the suture with the needle are 
also introduced into the peritoneal cavity for later 
closure of the posterior peritoneum after the 
abdomen has been entered through a laparotomy 
incision. The perineal wound is packed with a 
rubber of cellophane covered iodoform gauze. 
The patient is placed flat on his back and the 
abdomen is opened through a midline incision, 
after a complete change of gowns, gloves, and 
instruments is made. The glove-covered part of 
the bowel is lifted out of the abdomen and the 
remainder of the rectum and sigmoid is freed. 
The gland-bearing areas are excised following the 
ligation of the superior hemorrhoidal artery. The 
closure of the posterior peritoneum which was 
begun on the perineal side is then effected. Single- 
ton brings out the colostomy through the midline 
incision by closing the wound around the stoma. 
After closure of the wound the bowel is clamped 
and bisected with an electric cautery. The clamp 
on the sigmoid is left for a period ranging from 36 
to 48 hours without trouble since gastric suction is 
— maintained for several days postopera- 
tively. 

Singleton is convinced that this surgical pro- 
cedure is as radical and complete as the abdomino- 
perineal operation of Miles. In addition, it is 
technically easier to perform. Since the operation 
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is largely completed through the perineal ap- 
proach, less time is spent in the abdomen with 
consequent less handling of the bowel which in 
turn reduces shock and enhances the convales- 
cence. Since the bowel is not deliberately opened 
until the abdominal wound is closed, the chances 
for peritonitis or wound infection are almost 
eliminated. Incidentally, peritonitis has not 
occurred in any of Singleton’s patients. 

A valid criticism of this operation is the lack of 
knowledge of the extent of adjacent and distant 
metastases before the operation is practically 
finished. Singleton believes that this is of minor 
importance since liver metastasis is not a con- 
traindication to resection of the rectum. 

It should be pointed out that one-stage peri- 
neoabdominal operation for cancer of the rectum 
is carried out in some clinics by two teams of 
surgeons working simultaneously. This greatly 
reduces the operative time (Laufman, H., and 
Bettman, R.: Am. J. Surg., 1943, 60: 243.) 

There are a few surgeons who perform radical 
resections of the lower bowel and construct a 
perineal, in preference to an abdominal colostomy. 
Babcock stated that since 1930 he has not per- 
formed a permanent abdominal colostomy follow- 
ing resection of the pelvic colon or the rectosig- 
moid for cancer in which the lesion was resectable. 
In practically all cases of cancer of the pelvic 
colon or anus he performs a one-stage operation in 
which the sigmoid and, when necessary, the 
descending colon are freed and brought downward 
to the perineum with the formation of a perineal 
colostomy—a “pull through” procedure. Bab- 
cock claims that this operation is as radical as the 
combined abdominoperineal operation of Miles, 
and that in many of his patients it was possible to 
preserve the anal sphincters. Babcock favors the 
perineal colostomy to a point where he recon- 
structs preformed abdominal colostomies by 
transferring the terminal end of the abdominal 
colon to the perineum. More than 30 patients in 
whom such procedures had been performed have 
convinced him of the advantages of the perineum 
over the abdomen as the site for colostomy. 

Babcock’s thesis is strongly supported by 
Bacon (5) and Mandl. The techniques of the 
Hochenegg’s primary and Weil-Mandl’s second- 
ary pull-through operative procedures are re- 
corded in considerable detail. The interested 
reader should consult these original papers, 
especially Bacon’s which reports his refinements 
of technique and the results in 208 cases. 

Lahey is at present most vigorously opposed to 
Babcock’s school of thought because Lahey is 
more concerned with nonrecurreenc rates and the 
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radicalness of surgical procedures than with the 
preservation of the anal sphincter. Lahey also 
regards the perineum as an unsatisfactory site 
for colostomy. 

With regard to anterior resection, the reader is 
referred to the discussion on resection of the colon 
and primary anastomosis. Garlock, Ginzburg, 
and Glass (44) employ primary anastomosis 
preceded by a temporary transverse colostomy 
for the extirpation of small carcinomas of the 
rectosigmoid. Dixon (33) outlined his technique 
of radical resection of the lower part of the sig- 
moid colon and rectosigmoid with the establish- 
ment of intestinal continuity, which avoids 
permanent colostomy for the treatment of cancer 
situated low in the sigmoid and in the rectosig- 
moid. In Dixon’s experience the results obtained 
following the performance of this operation com- 
pare well with those ensuing after other surgical 
procedures that are utilized for the radical ex- 
tirpation of cancer of the lower sigmoid. Anterior 
resection is possible because the lymphatic spread 
of cancer in this area is usually cephalad. How- 
ever, the new studies of metastases by Gilchrist 
and David, which showed lymphatic channels 
(carrying cancer cells) running lengthwise of the 
bowel for a distance of 2 or 3 cm. from the pri- 
mary tumor (the significance of which was dis- 
cussed elsewhere in the text), may impose limits 
to the anterior resection procedure. Future 
studies will unquestionably prove the validity of 
this and other points. 

Baker (7) considers surgical diathermy a com- 
promising procedure but one which is nevertheless 
valuable in the management of some patients 
provided the operator understands the limita- 
tions of the procedure and the technical details. 
Diathermization controls bleeding, cleans the 
infected and ulcerated surfaces of the tumor, and 
temporarily improves the well-being of the pa- 
tient. In the occasional case enough improvement 
ensues to permit a subsequent radical operative 
procedure. In 3 feeble and obese octogenarians 
fulguration was successfully substituted for 
surgery without evidence of recurrence of the 
tumor for 3.5 and 6 years respectively, after 
treatment. Baker believes that surgical dia- 
thermy may be used for the treatment of tech- 
nically accessible lesions in patients who are 
thought to be poor surgical risks. Coller and 
Ransom (24) look upon surgical diathery, ir- 
radiation, and radium as forms of palliative 
therapy. 


There is no doubt that in competent hands 
surgical diathermy has a definite palliative value 
in the management of inoperable cancer of the 


rectum, and a curative value in the occasional 
polypoid, resectable cancer in a patient who can- 
not withstand a surgical procedure. In some of 
these cases surgical diathermy may be combined 
with irradiation and radium; these are compli- 
mentary rather than competitive modalities. 

McCormick believes that cancer of the rectum 
should be treated by operation combined with 
preoperative irradiation. Radiation therapy less- 
ens bleeding, tenésmus, and pain, diminishes the 
size of the neoplasm, reduces infection, and 
diminishes the possibility of dissemination of 
cancer cells during the operation. McCormick 
administers 1,200 r. to each of two fields and the 
operation is perform -d 1 or 2 weeks later. In the 
case that a growti: is adherent to an adjacent 
organ such as ite *:aary bladder, the adherent 
surface is implanted with radon or radium ele- 
ment needles. 

Inoperable cases are treated by radical irradia- 
tion supplemented by sigmoidoscopic interstitial 
implantation of radium element needles or of 
radon. 

Surgical treatment of cancer of the colon. Brind- 
ley has discussed this problem in acute obstruc- 
tion. About 20 per cent of the patients with 
acute obstruction of the colon die. Elderly pa- 
tients most often develop colonic obstruction. 
Carcinoma is responsible for 80 per cent or more 
of colonic obstructions, and 7 of 8 obstructions 
occur in the left colon. Next to cancer, the causes 
of colonic obstruction are volvulus, diverticulitis, 
chronic inflammation, benign strictures, and in- 
tussusception. The exact diagnosis can usually 
be made by history, physical examination, and 
plain roentgen films of the abdomen. It is im- 
portant to understand that a patient with colonic 
obstruction that is caused by a malignancy has 
two distinct conditions, that is, a cancer and an 
obstruction. The primary importance of each 
must be logically and expeditiously evaluated. 
The performance of a cecostomy or a transverse 
colostomy with little manipulation and without 
exploration is a lifesaving procedure. This pro- 
cedure will relieve the intraluminal pressure from 
intestinal distention; will restore the normal 
blood supply to the gut; will diminish the viru- 
lence of the colonic organisms; will cause the dis- 
appearance of the edema of the intestinal wall; 
and will promote the healing of mucosal ulcera- 
tions. At a later date the resection of the tumor 
may be performed. Primary resection of the 
colon in the presence of acute obstruction due to 
a neoplasm carries a prohibitive mortality and 
necessitates the resection of an unnecessarily 
large segment of bowel. 
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In recent years there has been a noticeable 
trend toward primary resection of colonic neo- 
plasms with end-to-end anastomosis for the 
treatment of carcinoma of the colon. The closed 
type of anastomosis, preceded by a complimen- 
tary or preliminary construction of a vent prox- 
imal to the anastomosis, is preferred by some 
surgeons (25, 2, 115, 116, 1), while the open type 
is practiced by other surgeons (12, 72, 114). 
Meyer and his collaborators consider the con- 
struction of a proximal vent unnecessary in unob- 
structed cases, especially when preoperative sul- 
fasuxidine is employed. This is in agreement 
with Stone and McLanahan (J. Am. M. Ass., 
1942, 120: 1362). Waugh and Custer definitely 
subscribe to the foregoing as far as lesions of the 
sigmoid or above it are concerned; they are not 
so sure in regard to resection of lesions situated 
below the sigmoid because of the possibility of the 
development of temporary partial obstruction as 
a result of edema in and about the anastomosis 
of the bowel that has been extensively freed from 
the hollow of the sacrum. This difficulty can, 
however, be obviated by the passing of a rubber 
tube through the rectum and beyond the anas- 
tomosis, a procedure which has long been prac- 
ticed by Morris Parker. 

White and Amendola and other surgeons (72, 
114) significantly reported that by resection and 
primary anastomosis they had been able to per- 
form a more adequate removal of the bowel and 
the adjacent lymph glands. With this procedure 
it is possible to resect bowel having a short mes- 
entery (Meyer ef al. exclude these cases for pri- 
mary anastomosis without colostomy), as well as 
sigmoidal tumors that are situated just proximal 
to the peritoneal reflection (anterior resection). 
These authors believe that primary resection with 
anastomosis is definitely contraindicated in the 
presence of an acute inflammatory process in the 
involved segment of the bowel. For the treatment 
of such cases they advise the Mikulicz procedure 
and are opposed to a preliminary transverse colon, 
or a Devine type of colostomy with secondary 
resection at a later date. 

Whipple discussed some of the important 
surgical principles that are essential to the per- 
formance of primary resection with end-to-end 
anastomosis. An adequate blood supply to the 
suture line is imperative and can be assured by 
preservation of the mesenteric blood vessels. 
Adequate apposition of the peritoneum on both 
sides of the anastomosis is best secured with 
accurate seromuscular sutures of the Lembert and 
Cushing type made with fine silk and a fine 
needle; Meyer (72) uses fine steel wire for serosal 


approximation. The suturing of the mucosa is of 
secondary importance. The avoidance of tension 
in the suture line with resulting tissue necrosis is 
strongly emphasized. 

Archer and Lehman regard a one-stage resec- 
tion of the large bowel with immediate re-estab- 
lishment of intestinal continuity as a boon to the 
surgeon and the patient. In their hands as well 
as in Behrend’s this procedure has been success- 
fully carried out with the aid of sulfonamide 
chemotherapy. Behrend believes that succinyl- 
sulfathiazole, more than any other single factor, 
made it possible to abandon the multiple-stage in 
favor of the one-stage resection of the colon. 

Jones and his associates (58) definitely prefer 
the modified Mikulicz resection of Rankin (which, 
incidentally, Whipple and others believe is on the 
way to discard) to primary resection and anasto- 
mosis in cases in which either of the two pro- 
cedures might be indicated. In properly selected 
cases the modified Mikulicz procedure is as 
adequate for the cure of cancer as is resection with 
immediate re-establishment of intestinal con- 
tinuity. “The extent of resection of both types of 
operation is delineated by the blood supply in the 
same manner.” The modified Mikulicz operation 
is employed for lesions of the left colon, splenic 
flexure, and the distal two-thirds of the transverse 
colon. Usually this operation is inadequate for 
lesions in the rectosigmoid. In questionable cases 
Jones mobilizes the colon as in the Miles pro- 
cedure but preserves the blood supply. If suf- 
ficient mobilization is secured the modified 
Mikulicz operation may be employed, otherwise 
the combined abdominoperineal resection is per- 
formed. Parenthetically, mobilization of the 
colon and rectum effected before severing of the 
superior hemorrhoidal artery has been routinely 
practiced by Scarborough for a long time in prac- 
tically all cases of abdominoperineal resection of 
the rectum. 

Lahey believes that the superiority of one type 
of radical operation to the other is largely a 
matter of personal opinion. His data concerning 
the end results of the surgical treatment of colonic 
cancer are highly instructive and are therefore 
reported in-some detail. At the Lahey Clinic, 
1,800 patients with carcinoma of the colon and 
rectum had been operated upon; of these, 70 per 
cent had rectal, and 30 per cent had colonic 
cancers. The total mortality including the early — 
cases was 10.25 per cent. The mortality in the 
last 5 years for the entire group was 5 per cent, 
and in the last 2 years, 2.7 per cent for cancer of 
the colon and 3.8 per cent for carcinoma of the 
rectum. The 5 year nonrecurrence rate for the 
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entire group of patients who had undergone a 
radical procedure was 50 per cent. Invasion of the 
blood vessels and not the size of the neoplasm 
made for inoperability. “If we take the group 
with no lymphatic metastases and no invasion of 
the adjacent organs and no blood vessel invasions, 
go per cent are alive and well over 5 years with no 
recurrence; and if we take the group with involve- 
ment of other organs, 30 per cent are alive and 
well over 5 years without recurrence. If we take 
the group with blood vessel invasion, however, 
only 14 per cent are alive and well over 5 years 
after operation.” Lahey believes that the re- 
moval of the primary lesion is worth while in the 
presence of not too extensive liver metastasis. 
The average length of life of patients with me- 
tastases in the liver but without removal of the 
lesion is 14 months, while the average length of life 
of the patients with metastases in the liver and 
with removal of the lesion is 25.5 months. Of 
Lahey’s patients who were submitted to resection 
for the primary colonic lesion, 9.5 per cent 
showed metastases in the liver. ‘Medicine and 
surgery can be proud of, but not satisfied with, the 
results of operation for carcinoma of the colon and 
rectum.” (See Duke’s discussion.) 

Colostomy. Slive, Shoch, and Fogelson con- 
ducted an experimental study with a view to 
determining quantitatively the strength of the 
union between the colonic loops and the abdom- 
inal wall in 48 dogs after colostomy. They found 
that the strength of the loop colostomy wound is 
weakest 1 hour after the conclusion of the opera- 
tion; that the maximum increase in the strength 
of the healing process between the abdominal 
wall and the loop colostomy takes place between 
1 and 12 hours after operation, and that between 
12 and 24 hours after operation there is a drop of 
strength in the healing process which is recovered 
by the forty-eighth hour and is not significantly 
changed up to and including the fifth postopera- 
tive day. These results suggest that a loop col- 
ostomy should not be opened before the twelfth, 
and preferably not before the forty-eighth, hour 
after operation. 

Connor and Harvey have described a new and 
simplified procedure for the construction of a 
colostomy in the ascending colon and cecum. 
They claim the following advantages for their 
procedure: (1) soilage of the wound can be 
avoided; (2) anchoring sutures between the 
parietal peritoneum and the distended colon are 
eliminated which reduces one important source of 
intra-abdominal contamination; (3) the tendency 
to postoperative hernia is reduced because of the 
adequate control of infection and the smallness of 
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the diameter of the colostomy stoma; (4) function 
may be maintained indefinitely with a minimum 
loss of fluid; and (5) closure is effected with ease. 

The stomas in the abdominal wall following the 
Mikulicz type of resection usually require a formal 
surgical closure. Coller and Vaughan have 
abandoned the crushing of these stomas with 
clamps prior to closure. They free the colostomy 
stoma from the abdominal wall, establish in- 
testinal continuity by end-to-end anastomosis of 
the loops and close the wound by the late closure 
method. Dixon (35,61) frequently manages the 
closure of the stomas in a similar manner. This 
type of closure has found great usefulness in 
military practice, as reported by Keene (59,60). 

The complications and mortality of carcinoma of 
the colon. Ina clinical article, Garlock, Ginzburg, 
and Glass (44) discussed the complications and 
mortality of cancer of the colon and rectum. In 
their experience operability was influenced more 
by the condition incident to the primary neo- 
plasm than by such general factors as age, obe- 
sity, anemia, and so forth. Free perforation of a 
colonic malignancy is regarded as a lethal com- 
plication. Sulfonamides administered orally be- 
fore operation are considered a definite aid in 
diminishing the incidence of peritonitis, wound 
infection, and pulmonary infection. Since the 
adoption of the use of buried alloy steel wire 
sutures, wound disruption has not occurred. 
Cardiovascular complications were the dominant 
cause of postoperative morbidity and mortality in 
these authors’ patients. Retraction of a loop of 
bowel within the abdomen is considered a serious 
complication. 

Emmett and Cristol believe that urinary reten- 
tion in the male following radical surgery of the 
rectum and sigmoid is produced by trauma to the 
prostate and urethra plus the removal of the sup- 
porting structures at the base of the bladder. 
These traumatic factors invariably occur after the 
performance of a combined abdominoperineal, or 
a posterior resection of the rectum. The bladder 
becomes decompensated and cannot expel urine if 
the vesical neck is even moderately obstructed. 
To reduce the imbalance between the detrusor 
and the vesical outlet that was created by the 
operation, it logically becomes necessary to 
weaken the vesical neck; this can be brought 
about in almost all cases by a transurethral 
prostatic resection. The procedure, however, 
should not be undertaken before a period of 
several weeks is allowed to elapse after the in- 
testinal operation in order that it may be ascer- 
tained whether vesical function will be restored 
spontaneously. 
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The hitherto widely accepted explanation that 
urinary complications following radical abdomi- 
noperineal or perineal surgical procedures for the 
extirpation of the rectum are caused solely by 
operative injury to the parasympathetic nerves 
has been challenged. Coller and Eastman (23) 
have failed to substantiate this hypothesis from 
their studies with cystometrograms. 

Milwidsky and Mandl conducted a systematic 
study of the incidence of uroinfection in 51 pa- 
tients upon whom colostomies had been per- 
formed because of the following clinical diagnosis: 
(1) carcinoma of the rectum, 29; (2) polyposis of 
the rectum, 4; (3) carcinoma of the colon, 13; and 
(4) benign lesions of the colon and rectum, 5. 
There were 35 double barrelled colostomies in the 
transverse, 11 in the descending, and 5 in the 
sigmoid portions of the colon. The exteriorized 
portion of the bowel was opened between the 
second and the ninth postoperative days. In no 
case did the intestinal tumors penetrate into the 
bladder or lead to urinary disturbances prior to 
operation. In 42 of the 51 cases preoperative 
urinalysis and cultures were made; in 40 of these 
cases the cultures were sterile, while in 1 the 
Staphylococcus aureus and in another the Sta- 
phylococcus albus were grown. Of the 4o patients 
who were urologically normal before the per- 
formance of the colostomy, 33, or 82.5 per cent, 
developed positive cultures, mostly of the Bacillus 
coli, after the operation. Since 27 patients, or 
67.5 per cent, had been catheterized postopera- 
tively, it became mandatory to establish the 
etiologic role of catheterization. With this in 
view, 40 patients on the surgical service were 
selected at random as controls. In these 40 cases 
the preoperative cultures of the urine were sterile, 
and the urine remained sterile postoperatively in 
38. These studies convinced the authors that a 
casual relationship between colostomy and urin- 
ary tract infections may be presupposed. The 
organisms may enter the urinary system either by 
direct continuity or by the hematogenous or 
lymphogenous routes. The authors believe that 
Bacillus coli uroinfection of intestinal origin may 
be caused by: (1) the reduction of normal in- 
testinal motility; (2) fecal stasis; and (3) defects 
in the intestinal walls. All of these factors may be 
brought into play by the colonic lesions with the 
associated obstructions as well as by the construc- 
tion of a colostomy. The reviewer has been in- 
terested in uroinfection of intestinal origin for 
many years and has recorded his experiences and 
clinical studies (Am. J. Digest Dis., 1940, 6: 312). 
Milwidsky and Mandl have made liberal refer- 
ences to these studies. 


Lymphosarcoma. Winkelstein and Levy stated 
that lymphosarcomas arise from submucosal 
lymph nodes and lymph follicles. In the presence 
of expansion they obliterate the structure of the 
glands and follicles and grow beyond the capsule 
of the gland, invading the muscularis and forming 
subserosal tumors. Lymphosarcomas of the small 
bowel usually produce aneurysmal dilatation of 
the involved loop, whereas in the rectal cases the 
stenotic process is more common. The mesen- 
teric lymph nodes are consistently affected early 
in the disease. The small bowel is more often 
involved than the colon. Perforation and massive 
hemorrhage seldom occur as a result of lym- 
phosarcoma of the bowel. The onset of symptoms 
resulting from this tumor may be either acute or 
insidious. The acute form may simulate an acute 
intra-abdominal condition, usually acute appen- 
dicitis. The disease usually, however, comes on 
slowly. There are no definite or characteristic 
symptoms or roentgenologic signs, but the sig- 
moidoscopic picture is unique as it resembles the 
surface of the brain. 

Cutler and his associates stated that in children 
the differential diagnosis is facilitated by the 
knowledge that carcinoma of the bowel in chil- 
dren is extremely rare; hence, the finding of a 
small or large intestinal tumor in a child pre- 
supposes the existence of a malignant lesion, 
usually lymphosarcoma, until proved otherwise. 
Intussusception occurred in 3 of 5 of Cutler’s 
patients. Radical surgery combined with ir- 
radiation was the treatment of choice. The 
mortality in these cases was 80 per cent. The sole 
surviving child was a 26 month old boy in whom a 
reticulum cell sarcoma of the rectum was ex- 
tirpated by means of a one-stage abdomino- 
perineal resection of the rectum and the lower 
sigmoid, followed by irradiation. Two of the 4 
fatal cases developed terminal lymphatic leuce- 
mia. 

Smith described 3 instances of primary lym- 
phoid tumors of the rectum which resembled 
internal hemorrhoids. Clinically there were no 
clues suggesting the presence of a neoplasm; the 
correct diagnosis was made on microscopy. Since 
these cases are usually diagnosed incorrectly, 
Smith made a strong plea for routine histopatho- 
logical examination of all removed anorectal 
tissue. Rosser (90) endorsed this plea most 
warmly since he had encountered, and reported, 4 
cases of malignant degeneration of excised hemor- 
rhoidal tissues. Rosser believes that there is an 
apparent lack of unanimity of opinion as to the 
proper management of lymphoid tumors of the 
intestine. Roentgen therapy, as instituted by 
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Smith for his patient with lymphosarcoma, is 
advisable if the cells appear to be radiosensitive; 
otherwise surgical extirpation is probably in- 
dicated. Tucker, also, believes that all tissue 
removed surgically should be examined micro- 
scopically. He found 18 of 52 malignant tumors 
on routine histological examination of what ap- 
peared to be clinically harmless lesions. In 6 
cases malignancy developed in previously existing 
benign anal lesions. Tucker has recently en- 
countered 3 cases of lymphosarcoma which had 
their origin in the anal canal but which were not 
suspected of malignancy. 

Hodgkin’s disease. Intrinsic lesions of Hodg- 
kin’s disease of the large intestine may appear as 
two types: as an annular construction, and as a 
destruction of the mucosal pattern with hyper- 
motility and increased irritability. Clinically, 
this intestinal lesion is reminiscent of cancer and 
occurs in the patient who has an unexplained 
leucopenia or a marked polymorphonuclear 
leucocytosis. ‘These lesions respond well to ir- 
radiation, at least for a time (54). 
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SURGERY OF THE 


HEAD 


Burman, M., and Sinberg, S. E.: Condylar Move- 
ment in the Study of Internal Derangement 
of the Temporomandibular Joint. J. Bone 
Surg., 1946, 28: 351. 

This study was based upon the clinical examina- 
tion of the temporomandibular joints of 105 patients; 
55 were normal and 50 were abnormal. The condyle 
normally leaves the socket when the mouth is 
opened; hence, the temporomandibular joint is one 
joint at which dislocation normally takes place. 
There are two motions at this joint, the hinge move- 
ment, which takes place in the joint formed by the 
condyle and the meniscus, and the gliding move- 
ment, which occurs between the meniscus and the 
fossa. 

Disability may be caused by either intrinsic or 
extrinsic trauma. Intrinsic trauma, such as yawn- 
ing, chewing, talking, the dropping of the jaw in 
sleep, dental malocclusion, and prolonged mouth 
opening, as in denta] work, more often affect women. 
A blow on the jaw, at or near the temporomandibu- 
lar joint, or an axial blow to the chin the force of 
which is sent to the opposite condyle, is an example 
of extrinsic trauma. The temporomandibular joint 
becomes swollen and tender. An annoying or pain- 
ful click may be heard or felt as the jaw is opened or 
closed. In the acute stage the patient cannot open 
his jaw freely or painlessly and finds it hard to chew 
solid food. Condylar motion is usually restricted, 
and the chin shifts to the abnormal side because the 
normal joint moves faster than the abnormal joint. 
If the condyle has been dislodged from the socket, 
the chin may go to the normal side, since it is placed 
ahead of its mate. 

As the acute stage subsides, all symptoms and 
signs lessen. Apparently, enough of the meniscal 
cartilage is eroded to allow useful function, or it may 
be placed in such a position medially that it is by- 
passed by the condyle. 

Most patients are treated by rest, heat, and the 
chewing of soft food. The clicking joint is sometimes 
treated by the injection of sylnasol, an irritating 
solution of the sodium salts of certain of the fatty 
acids of psyllium seed oil. In the presence of a per- 
sistently painful joint, with or without locking, lim- 
ited mouth motion, and the inability to chew solid 
food, operation is indicated. 

The clicking joint is caused by a meniscus which is 
loose or torn but which does not block condylar mo- 
tion. It occurs chiefly in young women and is usually 
caused by intrinsic trauma. 

The discontinuance of clicking means one of sev- 
eral things: reposition of the condyle; wearing away 
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the meniscus; fixation in an abnormal position, as 
after manipulation; injection of an irritating sub- 
stance; or operative resection of the meniscus. 

For the operation local anesthesia is used for two 
reasons: (1) to see if normal mouth opening is re- 
stored after resection of the blocking meniscus and 
thickened capsule and ligaments, and (2) to have the 
reassurance that the branches of the facial nerve 
have not been injured. A modified Burdick incision 
is used. It begins just above the pinna, runs along 
the zygoma for less than % inch, and then dips dis- 
tally for about % inch. The length of the incision is 
from 1 inch to 1% inches. The incision must stay 
within the safe area (stressed by Morris). This is 
bounded posteriorly by the superficial temporal ves- 
sels and the auriculotemporal vessels, which may be 
sacrificed, and anteriorly by the branches of the facial 
nerve to the forehead and eye. The incision is car- 
ried through the thick and fibrous subcutaneous and 
facial tissue to the zygoma, beneath the posterior 
part of which the condyle lies. The capsule of the 
joint is identified, opened, and, if necessary, re- 
sected. The meniscus is found to be displaced an- 
teriorly if loose or torn, and is removed with any 
thickened anterior ligament which blocks motion. 

The wound is closed in layers and a Barton ban- 
pe is applied. Active motion is begun within a 

eek. VERNON C. TurNeER, M.D. 


Blocker, T. G., Jr., and Weiss, L. R.: The Use of 
Cancellous Bone in the Repair of Defects 
about the Jaws. Ann. Surg., 1946, 123: 622. 


With the use of cancellous bone grafts from the 
ilium, the authors have obtained a successful “take” 
in 43 grafts to the mandible and in g to the maxilla. 
They believe this type of graft is superior to other 
kinds of bone in the repair of large and small defects 
of the mandible. One purpose served by cortical 
bone is that it acts as splint for bone fragments, in 
the case of the extremities. In the jaw, however, 
immobilization is accomplished almost entirely by 
the use of mechanical appliances. For this reason it 
has been possible to employ grafts of pure cancellous 
bone from the ilium, which procedure has been used 
routinely in the present series, with successful re- 
sults in every case. After careful removal of the cor- 
tex, the graft may easily be cut and shaped with 
heavy scissors or rongeurs. 

The problem of definitive treatment of patients 
with severe deformities about the jaws requires close 
co-operation of the plastic surgeon and his dental 
consultant. It must be emphasized that the treat- 
ment of bony defects of the jaw must be planned on 
a long-time basis of preparation for grafting by elimi- 
nation of infection, removal of sequestra and broken 
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SURGERY OF THE HEAD AND NECK 


fragments of teeth, and by remedy of soft tissue de- 
fects before bone surgery can be attempted. Pa- 
tience and time are the most valuable adjuncts to 
reconstructive surgery. To the dental surgeon is 
delegated the responsibility of immobilization of 
bone fragments, of treating infection of dental origin, 
of designing temporary splints for the maintenance 
of fragments in the best possible position during the 
waiting period, and splints for absolute immobiliza- 
tion in conjunction with the bone grafting procedure. 
For large avulsion deformities of the soft tissues, 
pedicle flaps from the thorax and abdomen must be 
employed to give adequate coverage before any bone 
grafting procedures may be attempted. Since the 
widespread use of penicillin, there has been a tenden- 
cy toward earlier bone grafting than accepted prac- 
tice has formerly dictated. In several instances bone 
grafts have been placed over defects within 6 weeks 
following the last noticeable drainage from the area, 
but in the majority of cases at least 6 months have 
been allowed to elapse for soft tissues to become 
more supple and for a large part of the deep scar to 
become absorbed. 

The chief problem in individual bone graft pro- 
cedures on the mandible concerns not the graft so 
much as the method of fixation and immobilization. 
During the waiting period the fragments should be 
maintained in as normal a position as possible, since, 
except in angle defects or edentulous fragments, it is 
almost impossible to change the position of frag- 
ments at operation for fear of opening into the oral 
cavity. In symphysis or body defects with teeth on 
both fragments, a cap metal splint with a rigid cross- 
bar is very satisfactory. 

At the time of the bone graft, two interlocking cap 
metal splints will hold the jaws in absolute immo- 
bilization during the healing period. Where there is 
an edentulous fragment on one side, the fragment 
containing teeth is kept in normal occlusion by a 
flange splint. The other fragment not containing 
teeth is completely liberated at operation and re- 
placed as nearly as possible in its normal position. 
At operation, the edentulous fragment is maintained 
by a wire through the angle tip or ramus protruding 
through the skin and attached to a bar coming 
around the face from the intraoral splint. In edentu- 
lous upper or lower jaws, some modification of the 
Gunning splint is used during the waiting period, 
and also in the healing period after bone grafting. 
At operation, some internal fixation is necessary, 
such as that which is supplied by a piece of perforated 
tantalum shaped over an impression of a normal 
cadaver mandible. 

The most satisfactory anesthesia is a high intra- 
oral mandibular block supplemented by 2 per cent 
novocaine for infiltration. Spinal anesthesia is em- 
ployed for removal of the iliac graft. 

Following operation, patients are kept in a semi- 
sitting position, and careful attention is given to 
maintenance of an adequate airway. A liquid diet is 
given, and oral hygiene is maintained by frequent 
mouth washing and daily inspection by the dental 
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consultant. Penicillin is given for 5 days, and pres- 
sure dressings are maintained for 10 days. After 7 
to 8 weeks the cap metal splints are removed and the 
state of clinical union is inspected. If not absolutely 
rigid, the splints are left in for another 2 to 4 weeks 
before removal. As soon as a successful “‘take’’ is 
assured, patients are allowed 90 day furloughs. By 
the end of this period firm bony union has been ob- 
tained, and there is good contour of the jaw even in 
cases in which considerable bulging was present fol- 
lowing operation. Dentures are fitted before fur- 
lough if possible. Otherwise, when the patient re- 
turns, buccal and labioalveolar sulci are recon- 
structed by stent grafts. Minor “touching up” pro- 
cedures follow, such as alleviation of contour de- 
pressions by cartilage or derma-fat grafts. 
Joun L. Linpquist, M.D. 


EYE 


Guyton, J. S.: Decompression of the Orbit. Surgery, 
1946, 19: 790. 

The author reviews the various methods of de- 
compression of the orbit and describes an improved 
technique which is primarily of value in the reduc- 
tion of severe exophthalmos resulting from endo- 
crine dysfunction. This type of exophthalmos occurs 
most frequently in Graves’ disease, but may occur 
in myxedema or even without any disturbance of 
the thyroid. 

Endocrine exophthalmos is attributed to an over- 
production of TSH (thyroid stimulating hormone) 
by the anterior lobe of the pituitary gland which 
causes increased water storage in the orbital tissues 
and results in exophthalmos. 

Sixty-five per cent of patients with untreated 
Graves’ disease present exophthalmos; in 4 per cent 
of patients the exophthalmic symptoms are out of all 
proportion to the hyperthyroid symptoms. More- 
over, subtotal thyroidectomy often aggravates ex- 
ophthalmos in the latter group. Exophthalmos more 
often increases than decreases after thyroidectomy. 

Malignant exophthalmos is characterized by in- 
creased intraorbital tension or resistance to digital 
pressure, edema of the eyelids and conjunctiva, and 
extraocular muscle palsy. Papilledema and second- 
ary optic atrophy also may occur. 

The efficacy of medical treatment for malignant 
exophthalmos is doubtful. Thyroid hormone is of 
benefit after some weeks or months, and irradiation 
of the pituitary may result in some regression after 
a period of 2 or 3 months. 

During the acute progressive stage of exophthal- 
mos, because visual function is in danger, protection 
of the visual apparatus is required. Protection is 
best obtained by lateral orbital decompression rather 
than by intracranial decompression in progressive 
exophthalmos which endangers vision as a result of 
papilledema, visual field changes, or exposure kera- 
titis. 

An orbit can be decompressed into the anterior 
cranial fossa, the frontal and ethmoidal sinuses, or the 
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temporal fossa. The technique described by the 
author utilizes the temporal fossa. This procedure 
is recommended as the least dangerous of the various 
types of decompressions of the orbit because it is 
performed extracranially in an aseptic field, does not 
endanger any important structures, leaves no visible 
scar (incision is made just within the hair line), and 
gives adequate decompression. 
Josuua ZucKERMAN, M.D. 


Fox, S. A.: Lid Repair and Reconstruction. Am. J. 
Ophth., 1946, 29: 452. 

This article describes the management of one of 
the more common injuries of the eyelid (the lid 
notch) resulting from the war. This injury occurred 
twice as often as any other single lesion and it was 
found g times more often in the upper lid. 
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muscle with complete ptosis but with an intact in- 
ferior oblique muscle; and paralysis of the inferior 
oblique muscle alone. 

Multiple paralyses of the elevator muscles produce 
some of the more complicated surgical problems. 
These the author describes under the following 
headings: 

1. Unilateral paralysis of the superior rectus and 
inferior oblique muscles with true ptosis and pseudo- 

tosis. 
y 2. Bilateral paralysis of the superior and inferior 
oblique muscles with pseudoptosis. 

3. Bilateral replacement of the superior rectus 
—— by fibrous tissue with true ptosis on one 
side. 

4. Unilateral complete paralysis of the third nerve 
with true ptosis. 


| 


‘ 
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Fig. 1. The technique used for the repair of lid notch. 


The author discusses various forms of this injury 
and describes a surgical procedure for its repair. One 
diagram (Fig. 1) is included herewith to show the 
method used. For the detailed surgical procedure 
the whole article should be read. 

Hunter H. Romarne, M.D. 


Kirby, D. B.: Paralysis of Ocular Elevation, With 
and Without Ptosis. Arch. Ophth., Chic., 1946, 
35: 199. 

The author introduces this article with the def- 
inition of paralysis of ocular elevation. He then con- 
tinues with a description of paralysis with and 
without ptosis. 

His discussion includes ptosis without elevation; 
paralysis of the superior rectus muscle without 
ptosis; unilateral paralysis of the superior rectus 


5. Unilateral paralysis of the third nerve with 
paradoxical ptosis. 

6. Bilateral complete external ophthalmoplegia 
with bilateral ptosis. 

The author then describes the practical surgical 
approach to be taken in the various conditions. A 
discussion by J. W. White is included. 

Hunter H. Romarne, M.D. 


Feigenbaum, A., and Kornblueth, W.: Paralysis of 
Convergence with Bilateral Ring Scotoma fol- 
lowing Injury to the Occipital Region. Arch. 
Ophth., Chic., 1946, 35: 218. 

A case of convergence paralysis due to trauma in 
the occipital region is described. 
The accommodation and the near point reaction 

(convergence reaction) of the pupils were intact; the 
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independence of the near point reaction of accom- 
modation and convergence is once more stressed. 

That the localization of the supranuclear con- 
vergence centers in the occipital region of the brain 
near the visual cortex was confirmed. 

A remarkable finding in the field of vision of both 
eyes was a persistent, although inconstant, ring 
scotoma. Fatigability, caused by general damage to 
the striate areas, is assumed to be at the root of this 
disturbance in the fields, and seems fairly regularly 
to be associated with an injury to the occipital region 
of the head. Hunter H. Romarne, M.D. 


Smelser, G. K.: Mitosis and Healing of Corneal 
Burns. Am. J. Ophth., 1946, 29: 541. 


The author follows up previous communications 
with further studies on mitosis and the healing of 
corneal burns. This article evaluates the following: 

1. Ointment and powder bases relative to their 
effect on healing. 

2. The role of particle size of sulfonamide powders 
in the inhibitory effect these compounds have on 
wound healing. 

3. The effect of penicillin ointments and powders 
on the healing of corneal burns. 

The following conclusions were drawn: 

1. The size of the particles of sulfonamide powders 
applied to injured corneal epithelium is an im- 
portant factor in the delay they cause in healing. 

2. Powders with a particle size of 325 mesh in- 
hibit healing the least. When the particle size is 
from 100 to 200 mesh, marked inhibition results. 

3. Sulfadiazine and sulfathiazole powders inhibit 
the healing of corneal burns less than does sulfa- 
cetamide powder. 

4. Sulfadiazine and sulfathiazole powders do not 
inhibit healing more than presumably inert powders 
such as zinc oxide or calcium carbonate. 

5. Finely powdered lactose inhibited healing less 
than any other powder tested, and therefore is sug- 
gested as a vehicle or diluent. 

6. Ointment bases varied in the degree with 
which they inhibited the healing of corneal burns. 
Hydrosorb and lanolin were the least harmful. 

7. The application of penicillin ointments (1,500 
Ox.U./gm.) did not retard epithelization or mitosis 
in corneal burns more than the ointment bases 
alone. This was true of both hydrous and anhydrous 
ointments, particle suspension and solution types, as 
well as of ointments prepared with the free acid of 
penicillin or its calcium salt. Very slightly less de- 
sirable results were obtained with a sodium-penicil- 
lin powder suspension ointment. 

8. Solid penicillin (calcium or sodium salts) ap- 
plied in minute amounts markedly harms both nor- 
mal and burned corneal epithelium, and completely 
prevents the healing of corneal burns. 

9. Calcium-penicillin powder, suitably diluted 
with lactose (28,000 Ox.U./g.), may be applied to 
corneal burns without inhibiting healing more than 
would the lactose or petrolatum alone. 

Hunter H. Romarne, M.D. 
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Lutman, F. C., and Favata, B. V.: Keratoconjunc- 
tivitis Sicca and Buccoglossopharyngitis Sicca 
with Enlargement of the Parotid Glands; Re- 
port of 2 Cases of Sjégren’s Syndrome, with a 
Pathological Study of a Lacrimal Gland and the 
Parotid Glands in 1 Case. Arch. Ophth., Chic., 
1946, 35: 227. 


Sjégren’s syndrome is a chronic disorder char- 
acterized by reduction in the secretions of the 
lacrimal and salivary glands—keratoconjunctivitis 
sicca and buccoglossopharyngitis sicca, with oc- 
casional enlargement of a parotid gland. 

The author describes 2 case histories in which the 
greatest manifestation was lacrimal deficiency. The 
microscopic pathological change in the lacrimal and 
parotid glands in 1 case is described. Some of the 
complications, such as one of wide systematic in- 
volvement, are discussed. 

Hunter H. Romarne, M.D. 


Samuels, B.: Cataract Associated with Intraocular 
Tumors. Arch. Ophth., Chic., 1946, 35: 366. 


This paper is the fifth in a series discussing catar- 
act formation associated with other ocular pathology. 

The lens is infrequently affected by an intraocular 
tumor in the preglaucomatous stage. In the glau- 
comatous stage a combination of cataract irido- 
cyclitis and glaucoma presents so complicated a 
picture that a tumor is not suspected as the under- 
lying cause. Some of the more prominent patho- 
logical details in cataracts associated with intra- 
ocular tumors are: 

1. Folds in the capsule. 

2. Proliferation of the subcapsular epithelium 
(which may be subdivided in less pronounced 
cases into): 

a. Druse of the capsule. 
b. Precipitatelike proliferation. 
c. Incipient anterior polar cataract. 
d. Cystic degeneration of the cortex. 
. Necrosis of the subcapsular epithelium. 
a. Effect on the lens of direct contact of the 
tumor. 
b. Changes in the lenticular substance. 
c. Calcification of the lens substance. 
. Cystic space. 
. Vesicular cells. 
. Localization of the lens. 
. Tension. 
The author concludes his article by a discussion 
of the clinical aspects of the problem. 
Hunter H. Romaine, M.D. 


ae, R. D., and Wedding, E. S.: The Syndrome 
of Uveitis. Am. J. Ophth., 1946, 29: 524. 

The syndrome of chronic bilateral uveitis in asso- 
ciation with alopecia, poliosis, vitiligo, and dysa- 
cousia is discussed and a case report presented. The 
relationship of the Vogt-Koyanogi syndrome to 
acute diffuse choroiditis (Harada) does not seem 
clear, but clinically the condition is very reminiscent 
of sympathetic ophthalmia, and the authors believe 
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that there is a common denominator in all three 
conditions. 

In the case reported various smears and cultures 
were taken and animal inoculations were made. The 
organisms recovered from various lesions in the 
inoculated animals were classified as one of the spe- 
cies of actinomyces. They were recovered from the 
aqueous and spinal fluid and studied by direct smear, 
animal inoculation, and culture. 

It is postulated that the actinomyces from the 
aqueous initiated the pigment liberation from the 
irides, which resulted in pigment sensitization of the 
uveal tract and possibly other pigmented structures. 
Since the organism was also obtained from the spinal 
fluid there is the possibility that the pigmentary dis- 
turbance was of central origin in the region of the 
hypothalmus. Wittam A. Mann, M.D. 


Klauder, J. V., and Dublin, G. J.: Syphilitic Uveitis; 
Diagnosis, the Herxheimer Reaction, and Re- 
sults of Various Treatments, Including Penicil- 
lin Therapy. Arch. Ophth., Chic., 1946, 35: 384. 


The authors indicate that syphilitic uveitis occurs 
in the secondary stage of syphilis. When there is 
evidence of early syphilis, a positive Wassermann 
test, and a retrogression of the ocular manifestations 
after antisyphilitic treatment, the diagnosis is com- 
paratively simple. Occasionally following anti-spyh- 
ilitic treatment, a Herxheimer reaction affecting the 
ocular condition is noted. This manifests itself in 
the form of a uveitis not noted before the treatment 
of a previously affected eye. 

A Herxheimer reaction was noted after the use of 
penicillin in a number of patients. 

The authors then discuss the response to various 
forms of antisyphilitic treatment using illustrative 
cases. Hunter H. Romarne, M.D. 


EAR 


Delevski, P. S.: A Rare Instance of Fibromyoma of 
the Ear Lobes. Vrachebnoe Delo, 1945, 1: 461. 


A 19 year old woman presented herself on March 
12, 1945 because of the swelling of both ear lobes. 
She stated that these swellings were not painful, but 
were unsightly in appearance. She said that these 
swellings had occurred after she had had her ears 
pierced in 1944, and also that after her ear lobes had 
been pierced she had worn earrings for several 
months. 

Some time later she again wanted to wear the 
earrings, but found that the openings in the ear 
lobes were closed. She underwent a second pro- 
cedure to have the ear lobes pierced. This time the 
ear 'obes started to hurt a little bit after the piercing 
and a small area of redness surrounded the openings. 
Any touch to the ear lobes, even of a scarf, was pain- 
ful. The patient refrained from wearing earrings, 
but noticed after several weeks that a small tumor 
developed around the opening in both lobes. She 
noticed that both of these tumors gradually in- 
creased in size, but that they were not painful. From 


that time on the patient continually wore a scarf to 
hide her “‘ugly ears.” 

The examination showed 2 tumors in each ear 
lobe, which were connected on the inferior portion of 
each lobe. The lobe resembled a plum in shape and 
form. The tumors were covered by normal skin 
which showed dilatation of its superficial veins. The 
tumors were not painful to palpation and were of 
firm consistency. They were excised under local 
anesthesia with % per cent solution of novocain. 
The histological examination showed that they were 
fibromyomas. 

There are interesting factors brought out in this 
case. It represents a rare occurrence of fibromyomas 
of the ear lobes caused by piercing the lobes. It is 
also interesting from the point of view of the patho- 
genesis of these fibromyomas. It is not known 
whether these tumors are benign or malignant. 
There are theories as to their origin, but none of 
them is universally accepted. The! patient’s his- 
tory and clinical findings seem to indicate definitely 
that the fibromyomas were the result of a neglected 
infection of the ear lobes. GrorceE I. Ress, M.D. 


MOUTH 


Charteris, A. A.: Radium Treatment of Carcinoma 
of the Lip. Brit. M.J., 1946, 1: 719. 

The results of radium treatment of 246 patients 
with carcinoma of the lip at the Western Infirmary of 
Glasgow, are reviewed. Forty-seven additional cases 
were rejected as more suitable for surgery, owing to 
the small size of the lesion. Nine others were too ad- 
vanced for treatment. With 8 exceptions the patients 
were males, and the lesion in all but 8 was on the 
lower lip, with a second primary lesion on the oppo- 
site lip in 3 of the patients. 

Carcinoma of the lip is usually seen early because 
of its location. Microscopic verification of the diag- 
nosis was made in 75 of the cases in which some 
doubt existed. In most cases the diagnosis was 
obvious. }In 189 patients, no glands were present, 
nor was there a subsequent development of glands. 

Two methods of radium treatment were used. In 
some cases a mold was built from a plaster cast by 
which radium could be applied to both the inner and 
outer surface of the lip. This mold could be worn for 
about ro hours a day. The preferred method of 
treatment was by means of needles inserted into the 
lip. The dose delivered varied from 5,000 R. at the 
periphery to 6,700 R. toward the center of the lesion. 
By the use of the latter method good results were 
obtained in 92 per cent of patients, or 97 per cent if 
those in whom a small recurrence or residue was ex- 
cised are included. In patients with glands when 
first seen, good results were obtained in about 50 per 
cent, and when glands developed after successful 
treatment of the lip, a slightly smaller percentage 
responded. 

The authors recommend the use of radium for the 
treatment of the local lesion on the lip. Adequate 
treatment of the cervical glands still presents a 
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serious problem, and a combination of surgery and 
implantation of radium appears to be the most 
promising procedure. Joun R. Linpsay, M.D. 
Pricolo, V.: Diathermocoagulation and Roentgen 
Therapy of Malignant Tumors of the Upper 
Jaw (Diatermocoagulzaione a radioterapia dei 
tumori maligni del massiccio facciale superiore). 
Tumori, Milano, 1945, 31: 10. 


From the experience gained in the treatment of 58 
malignant tumors of the upper jaw, namely, 45 
epitheliomas and 13 sarcomas, the author draws the 
following conclusions: 

The tumors of the upper jaw may be divided into 
3 groups: (1) those of the upper plane or ethmoido- 
orbital region; (2) those of the middle plane or naso- 
maxillary region; and (3) those of the lower plane. 
The tumors may also be divided into those of the 
posterosuperior and those of the anteroinferior re- 
gions, an imaginary line from the median angle of 
the orbit to the angle of the mandible serving as the 
dividing line. According to another classification the 
tumors may be divided into 2 groups: intrinsic and 
extrinsic epitheliomas, the former originating from 
the nasal or paranasal cavities, or the alveolar ridge, 
and the latter from the soft tissues. 

The author advocates a combination of electro- 
surgery and roentgen therapy because this method 
gives better results than surgery or x-ray treatment 
alone. Biopsy is essential for the choice of treatment 
because the radiosensitivity of the tumor can be 
determined according to the results of the histo- 
logical examination. 

The results of this investigation suggest focusing 
the main attention on surgery or x-ray therapy, 
respectively. As a rule, roentgen therapy follows 
surgery. Roentgen therapy is also employed in the 
treatment of metastases in lymph glands not easily 
accessible, while those which offer no great technical 
difficulties are attacked surgically. 

JoserH K. Narat, M.D. 


NECK 


Hertz, S., and Roberts, A.: Radioactive Iodine in 
| paanae Physiology. J. Am. M. Ass., 1946, 131: 
I. 


In hyperthyroidism, orally administered doses of 
radioactive iodine, carried in about 1 mgm. or less 
of ordinary iodine, are concentrated largely in the 
thyroid gland. The beta rays from the radioactive 
iodine deliver within the thyroid an internal radia- 
tion which is physically similar to roentgen radiation. 
The radiation dose in a patient who swallowed 14 
millicuries has been calculated as equivalent to ap- 
proximately 3,490 roentgens, due to the 12 hour 
isotope. 

Between May, 1943 and March, 1945, 22 patients 
having hyperthyroidism were treated with large 
doses of radioactive iodine. No other form of therapy 
was given. Fourteen patients responded well to a 
single dose of radioactive iodine; 3 were given two 
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doses and 5 were given three doses. Myxedema has 
followed this treatment in 4 patients. Two patients, 
though improved after treatment with this agent, 
still have mild hyperthyroidism. Reactions which 
resembled roentgen ray sickness were observed in.6 
patients following large doses of radioactive iodine. 
Fibrosis of the thyroid has been observed in biopsy 
of 2 patients after treatment. Patients who have not 
responded to other forms of treatment, or who have 
been sensitive to iodine or thiouracil, have responded 
well to radioactive iodine. Ordinary iodine is not 
necessary with radioactive iodine in the treatment 
of hyperthyroidism. Eart O. Latimer, M.D. 


Chapman, E. M., and Evans, R. D.: Radioactive 
Iodine in Hyperthyroidism. J. Am. M. Ass., 
1946, 131: 86 

On the basis of a series of animal and clinical ex- 
periments with radioactive isotopes of iodine as a 
tracer in the study of thyroid physiology and iodine 
metabolism, the treatment of hyperthyroidism with 
internal irradiation by radioactive iodine was insti- 
tuted in 29 cases. By careful excretion studies, ex- 
ternal counter measurements over the thyroid gland, 
and by planned operations in 2 cases, data were ob- 
tained which allowed the authors to construct a 
formula of procedure in treatment. The addition of 
ordinary iodine therapy after the administration of 
radioiodine offers many advantages in the clinical 
care of these patients and in the economy and safety 
of the procedure. 

An analysis of both the failures and successes in 
this series of cases, over a long period of time, shows 
that radioactive iodine, given in the dosage range of 
5 to 25 millicuries to uniodinized patients with hy- 
perthyroidism and goiters of 60 to 75 gm., is highly 
effective as a cure of the disease in about 80 per cent 
of the cases. When an appreciable amount has been 
administered and subtotal thyroidectomy is resorted 
to, myxedema or hypometabolism may be expected 
to develop in a large percentage of cases. 

Eart O. Latmer, M.D. 


Beierwaltes, W. H., and Sturgis, C. C.: Remissions 
in Thyrotoxicosis after Thiouracil. J. Am. M. 
Ass., 1946, 131: 735- 

The pattern of behavior of 80 patients with thyro- 
toxicosis who were treated for more than 2 months 
with thiouracil is reported. Eighty per cent of these 
patients were initially given the drug while at bed 
rest and under hospital observation. Basal meta- 
bolic rates were determined during the first 5 days, 
and thiouracil was then given in a dosage not ex- 
ceeding 0.6 gm. per day. The condition of the pa- 
tient was then followed with weekly determinations 
of the basal metabolic rate and of the cholesterol 
content of the blood, and with leucocyte and dif- 
ferential white blood counts which were performed 
every other day. When the basal metabolic rate 
reached approximately zero, the thiouracil dosage 
was reduced to 0.2 gm. per day. Two months later 
the dosage was reduced to 0.1 gm. per day if the 
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metabolic rate was below zero and the clinical pic- 
ture coincided with this observation. Lastly, if on 
a subsequent visit 2 months or more later the basal 
metabolic rate was zero or below, the drug was dis- 
continued. 

In determining the effect of thiouracil in produc- 
ing remissions in thyrotoxicosis, the authors believe 
it important to differentiate between the nodular 
and the non-nodular goiters because the nodular 
goiter responds less satisfactorily to thiouracil treat- 
ment, the toxic clinical manifestations are more in- 
sidious and possess less tendency to natural remis- 
sions, and a certain number of adenomatous goiters 
will eventually develop carcinoma. 

Of the 80 patients studied, 31 had nodular goiters. 
Twenty of these were operated upon as a prophy- 
lactic measure against carcinoma of the gland. 
Eleven patients were treated with thiouracil but 
were not operated upon because surgery was refused, 
the condition of the patient was unsatisfactory for 
operation, or preparation for surgery was still in 
progress. Forty-five patients had non-nodular goiters 
and 29 of these were closely watched under treatment 
for more than 4 months. It is in these 29 cases that 
an attempt was made to produce a permanent re- 
mission. 


In the author’s analysis of their 80 patients, thi- 
ouracil may be used in about one-third of the thyro- 
toxic patients only as preoperative treatment, since 
these patients possess nodular goiters which might 
develop a malignant condition. Another 7 per cent 
of the total number will require thyroidectomy on 
account of complications which occur during thi- 
ouracil therapy. The most serious of these complica- 
tions to be kept in mind is agranulocytosis. About 15 
per cent of the patients with thyrotoxicosis will leave 
the physician’s care for personal reasons of the pa- 
tient, which are in some instances related to diffi- 
culties encountered in thiouracil therapy. 

In the remaining 45 per cent of the total group, 
made up of those with toxic hyperplastic goiter, 
thiouracil therapy may be discontinued at the end of 
a little over an average of 10 months, with the pros- 
pect that from 60 to 80 per cent of the patients will 
experience a relatively persistent drug-induced re- 
mission. For this selected group, at least during the 
period of observation which has continued to date, 
this result is as satisfactory as that of subtotal thy- 
roidectomy. Thiouracil is superior to iodine, as it is 
more specific in its action and induces a more com- 
plete and permanent remission in patients with this 
disorder. Epmunp A. Gorvett, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 7 


Martin, J., and Campbell, E. H.: Cerebral Fungus 
= Penetrating Wounds. Surgery, 1946, 
19: 748. 

In a study of 426 cases of penetrating cranial 
wounds, 32 cases (7.5 %) of cerebral fungus were 
found. The cases were all battle casualties from the 
Mediterranean theater of operations and were stu- 
died personally by the authors at neurosurgical 
centers. 

Cerebral fungus is defined as a subacute or chronic 
herniation of the brain through a defect in its over- 
lying structures accompanied by either a deep or 
superficial infection. The terminological transition 
from an acute cerebral herniation to a cerebral fun- 
gus depends upon the development of fibrosis and 
infection and is thought to begin after about 72 
hours. 

The cerebral fungi are classified into benign and 
malignant groups. The benign fungi are those with 
a superficial cerebritis, very slow protrusion of non- 
sloughing fibrotic cerebral tissue, and without evi- 
dence of marked increased intracranial pressure, this 
pressure oftentimes being normal. There were no 
deaths in this category. 

The malignant fungi are those with rapid progres- 
sive herniation and increased intracranial pressure 
from an associated abscess, hematoma, or necrotic 
brain tissue. Usually the fungus is shaggy, wet, and 
has a tendency to bleed. There were 19 cases in this 
group and although complete therapy could not be 
carried out on some of the patients, 6 died while 


_ under observation and 3 will probably die later. 


Although systemic chemotherapy was used in all 
cases, it was not used in lieu of surgery when indi- 
cated. In 3 of the benign cases, secondary débride- 
ment was carried out because of the presence of bone 
and metallic fragments as visualized with x-rays. 
The fungus was amputated at the dural level in 
these cases. Otherwise, granulation and epitheliza- 
tion occurred within a few weeks. Surgery was be- 
lieved to be imperative in the malignant group. Al- 
though the fungus was amputated at the level of the 
dura, this was done largely to relieve local pressure 
and thus permit closure after evacuation of the ab- 
scess, hematoma, or necrotic tissue. Since all of the 
deaths in this group were due to an abscess which 
was overlooked or evacuated too late, it is believed 
that timely and proper surgical care would save 
many of these patients. Jack I. Wootr, M.D. 


Sachs, E.: An Analysis of Brain Abscesses Observed 
during the Past 30 Years. Ann. Surg., 1946, 
123: 785. 

Over a period of 30 years Sachs saw 142 patients 
with intracranial abscess, and in 128 of these the 


NERVOUS SYSTEM 


abscess was found at operation. Many of these pa- 
tients were in a. desperate condition when received 
in his clinic; some were actually moribund. How- 
ever, it is the philosophy of the author that, since 
brain abscess as an entity is usually a desperate situ- 
ation, and since nothing is to be lost by an attempt 
to save a moribund patient by operation, the occa- 
sional cure effected by successful drainage or removal 
of the abscess is worth the effort and the risk of dis- 
appointment. He is obviously not interested in the 
statistics of mortality. He believes, as many neuro- 
logical surgeons do, that if one is dealing with a well 
encapsulated abscess, total excision is the ideal oper- 
ation, and his results from this operation, as well as 
those of other surgeons, support this belief. 

However, he points out that in the event of a non- 
localized, suppurative encephalitis the best recourse 
is to heavy doses of penicillin and sulfa drugs, to- 
gether with other supportive therapy, in the hope 
that a discrete lesion with a wall about it will form. 
Once this so-called acute stage is passed, the lesion 
may be drained by repeated tapping until such time 
as the wall is firm enough to allow excision. The 
author has never attempted to excise a cerebellar 
abscess, but has always resorted to aspiration in 
such cases. 

He again brings up the question of sucking out an 
area of suppurative encephalitis or phlegmon of the 
brain when a wall refuses to form, as has been pro- 
posed by King, Vincent, and others; however, he 
does not think that any unencapsulated abscess 
should ever be drained. Joun Martin, M.D. 


Cavallero, C.: The Malignancy of Tumors of the 
Hypophysis. Critique and Case Report (Sulla 
malignita dei tumori ipofisari). Tumori, Milano, 
1942, 28: 256. 

The author reports an adenocarcinoma of the 
hypophysis with metastases in the liver in a man 
aged 59 years. The clinical diagnosis was endo- 
cranial hypertension probably caused by a basal 
tumor, serous menigitis, and grave arterial hypo- 
tension caused by hyposuprarenalism. 

The autopsy disclosed an adenocarcinoma of the 
hypophysis and metastases in the liver. The neuro- 
hypophysis was completely destroyed and there was 
partial involvement of the infundibulum and the 
tuber cinereum. 

The results of the histologic examination induced 
the author to conclude that the neoplasm derived 
from the glandular epithelium of the prehypophysis. 

JosepH K. Narat, M.D. 


Dickmann, G. H.: Complete Extracapsular Exci- 
sion of Tumors of the Hypophysis. Surgery, 
1946, 19: 605. 

Two cases of hypophyseal tumor in which a com- 
plete extracapsular excision of the tumor was accom- 
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plished are reported. In the first instance the tumor 
was classified as a “‘chromophobe adenoma,” while 
in the second, the pathological diagnosis was “glio- 
epithelioma.” 

In both cases, removal was accomplished without 
serious hemorrhage, although the author points out 
the fact that such complete excision is rarely possible 
in adenomas. Surgical approach was through the 
frontal region, Dandy’s incision being used for ap- 
proach to the hypoyphyseal region. 

Howarp A. Brown, M.D. 


Littell, J. J.: Disturbances of the Ethmoid 
Branches of the Ophthalmic Nerve, with De- 
scription of a Syndrome Associated with 
Chronic Suppuration of the Olfactory Fissure. 
Arch. Otolar., Chic., 1946, 43: 481. 


A sense of dissatisfaction as to the care of cephalic 
pain by giving attention to the sphenopalatine gan- 
glion and its connecting nerves led the author to 
undertake studies of the ethmoid branches of the 
ophthalmic nerve. He stresses that it is the purpose 
of his article, first, to establish the importance of 
these nerves in rhinological symptomatology and, 
second, to bring about recognition of the mechanical 
defects of the olfactory fissure which produced chron- 
ic infection of this area, the pain stimuli being trans- 
mitted by these nerves. A syndrome is produced 
which is described as the syndrome of the olfactory 
fissure. The author gives quite a complete résumé of 
the literature in regard to this subject, most of which 
is European in origin. One of the authors quoted, 
Charlin, presented 14 cases, in 1931, of what he de- 
scribed as the “syndrome of the nasociliary nerve,” 
since known as Charlin’s syndrome. The character- 
istics of the Charlin syndrome are: 

1. One sided acute rhinitis with excessive rhinor- 
rhea. 

2. Oculo-orbital neuralgia, usually extreme. 

3. Lacrimation and acute inflammation of the ex- 
ternal part of the eye, with possible keratitis and 
corneal ulceration. 

4. Prompt relief and cure in a few days after simple 
cocainization of the anterior ethmoid region, which 
is angry and swollen. 

Since the publication of Charlin’s syndrome, Hor- 
ton has introduced a new entity, histaminic cephal- 
gia. Its symptoms simulate in many respects those 
described by Charlin, but differ in that they are 
paroxysmal, their distribution follows a vascular in- 
stead of a nerve course, and they fail to respond to 
intranasal care. The author then considers the ana- 
tomical and pathological aspects. The anatomy of 
the ophthalmic nerve and its branches is discussed, 
and it is pointed out that these nerves convey sen- 
sory stimuli from the eyeball, the eyelids, the fore- 
head, the root and a portion of the lateral surface of 
the nose, the ethmoid cells, and, most important, the 
olfactory fissure. A close association of the nasal and 
the intraorbital fissures and their cells in the gasseri- 
an ganglion, the pons, and the postcentral gyrus ex- 
plains the similarity of symptoms from pathological 


involvement of the two areas. Observations as far 
as pathology are concerned are given in detail along 
with illustrations and anatomical diagrams. Several 
cases are then reported and it is brought out that the 
syndrome of the olfactory fissure includes: 

1. Pain or aching of a nonparoxysmal nature in or 
about the eye. 

2. Nasal stuffiness, worse on the affected side. 

3. Postnasal discharge, perhaps evidenced only by 
an inflamed lateral pharyngeal band on the affected 
side, more evident on gagging. 

4. Systemic symptoms of absorption of a toxin. 

The author describes his operative procedure and 
the effect of division of the anterior ethmoid nerve 
with relief of symptoms. Paut MERRELL, M.D. 


SPINAL CORD AND ITS COVERINGS 


Schlesinger, E. B.: Use of Curare in Oil in the 
Treatment of Spasticity following Injury of 
the Spinal Cord. Arch. Neur. Psychiat., Chic., 
1946, 55: 530. 

Curare in the treatment of various syndromes ex- 
hibiting tremor, spasticity, and rigidity was first 
used by West in 1932 and later by Burman, Bennett, 
Denhoff, Bradley, and others. Uniformly, curare 
was found to diminish hypertonia, tremor, and in- 
voluntary movements. However, the clinical effect 
was transient and was frequently preceded by mental 
confusion, head drop, and masked facies. Curare 
was used in an aqueous solution given intravenously 
or intramuscularly. 

In the present study 11 patients with extreme 
spasticity following spinal cord injury were treated 
with aqueous solutions of curare. Nine had com- 
plete paraplegia and 2 had slight voluntary function 
with accompanying spasticity. These were given 
curare intramuscularly every 4 days and results 
comparable to those in previous observations were 
secured. The relaxation obtained was excellent, but 
was accompanied by diplopia, blurring of vision, 
general weakness, and dizziness. The desired result 
occurred rapidly and subsided in from 4 to 5 hours, 
although in some instances the clinical effect per- 
sisted for as long as 18 hours. The side reactions dis- 
appeared quickly. However, the practical value of 
curare was limited by these side effects because as 
long as they were present the patient could not carry 
on his usual activities. Therefore, the objections to 
these aqueous preparations were their ephemeral 
duration and the undesirable side reactions. 

The author then suspended crystalline d-tubo- 
curarine chloride in a peanut oil-white wax mixture. 
A 3 per cent suspension of tubocurarine in 4 per cent 
white wax with peanut oil was found to be the best. 
The dosage was determined empirically. This was 
given intramuscularly into the gluteal muscles every 
4 days to the previously mentioned 11 patients. 
This type of substance was absorbed slowly which 
avoided unpleasant side effects. 

The histories of 4 cases are presented in detail and 
present the results obtained from this preparation. 
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In these cases the muscle spasm was decreased, con- 
tractures were reduced, muscle strength and volume 
were increased, decubitus and contact ulcerations 
were permitted to heal, muscle relaxation which al- 
lowed physical therapy was secured, subjective 
symptoms of painful muscle spasm were relieved, 
and in general good relaxation was obtained. The 
effect began about 45 minutes after the injection and 
persisted for periods averaging from 63 to 72 hours in 
these 4.cases. The only undesirable symptom was an 
occasional slight blurring of the vision. This was not 
sufficient to interfere with the activities of the 
patients, however. Relaxation was more striking in 
the paretic than in the paraplegic patients. 
C. FREDERICK KITTLE, M.D. 


Josey, A. I., and Murphey, F.: Ruptured Inter- 
vertebral Disc. J. Am. M. Ass., 1946, 131: 581. 


The authors state that it is their purpose to review 
some cases of ruptured cervical disc which have 
caused symptoms similar to those of angina pec- 
toris and coronary thrombosis, and to speculate on 
the cause of the precordial pain. Intraspinal rupture 
of one of the lower cervical discs usually causes pain 
in the neck with radiation to the shoulder, to the 
precordium, and down the arm, often associated 
with stiffness of’the neck, weakness in the arm and 
hand, and numbness of one or more of the digits. 
The pain is at times acute and severe and is aggra- 
vated by coughing, sneezing, or movement of the 
neck. There may or may not be a history of trauma 
involving the head or neck. The recurrent episodes 
of pain are usually related to physical strain involv- 
ing the arm and neck, but are also related to position 
of the head and neck and not infrequently occur 
when the patient is in bed. Most often the radiation 
of the pain is from the neck to the shoulder and arm, 
but in some cases the pain begins in the anterior part 
of the chest over the heart and may radiate to the 
shoulder, neck, or arm. Physical examination usu- 
ally reveals a stiff neck, reduced reflexes in the af- 
fected arm, and hypesthesia in one or more digits. 
Occasionally one may find atrophy of the muscles in 
the upper arm and rarely atrophy of the pectoral 
muscle. The pain may be reproduced by movements 
of the neck, by pressure over various roots of the 
brachial plexus at the affected site, and by pressure 
on the head. X-rays of the cervical spine show 
straightening of the spine in the lateral projection 
or a reversal of the normal lordotic curve, with acute 
forward angulation at the level of the affected disc 
in a great majority of cases. Narrowing of the inter- 
vertebral space seen in the lateral views, and in 
some instances an oblique view, will show a reduc- 
tion in size and alteration in shape of the interverte- 
bral foramen at the affected segment. An osteo- 
phyte in this intervertebral foramen and other evi- 
dence of localized arthritis may be present. The 
authors discuss the literature of the past few years 
quite completely, then review a series of 7 cases, 
stressing the afore mentioned points in the differen- 
tial diagnosis along with the ont that the electro- 
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cardiograms are normal. They discuss quite com- 
pletely the reason for the pain and summarize it 
as follows: 

The reason that certain patients with ruptured 
cervical discs have precordial pain as the presenting 
symptom or the fact that they have any precordial 
pain has not been fully ascertained, and the route of 
the nerve pathways conducting the pain is not 
known. Selective pressure on a certain portion of 
one of the lower nerve cervical roots has been 
thought to be the cause. Nachlas, in reporting on 
pseudoangina resulting from arthritis in the cervical 
spine, presented some interesting points. The medial 
anterior thoracic nerve, originating in the eighth 
cervical and first thoracic nerve roots, and the lateral 
anterior thoracic nerve, originating in the sixth and 
seventh cervical roots, innervate the pectoralis ma- 
jor and minor muscles. These nerves, of course, are 
primarily motor in function and supposedly do not 
carry sensory fibers, but they may possess proto- 
pathic sensibility. This author suggested that con- 
striction of such a nerve will produce definite pain, 
diffuse in character but referable to the terminal 
portion of the nerve. This, however, does not com- 
pletely explain the sensations of tightness and the 
constricting type of pain of which these patients so 
frequently complain, and whichat times they refer to 
the heart itself. It would explain the limitation of mo- 
tion of the upper chest and pain on deep inspiration. 

The authors’ observation in 1 case at operation 
that pressure on the annulus fibrosus reproduced 
the precordial pain was, of course, only 1 isolated 
instance of such a phenomenon, but it was quite 
striking and definite. However, the exact pathway 
of conduction of precordial pain in the syndrome of 
ruptured cervical disc must remain as yet in the 
field of conjecture, like the pathway of the pain of 
coronary occlusion itself with its various areas of 
distribution from precordium to shoulder, upper ex- 
tremities, neck, and abdomen. 

MERRELL, M.D. 


PERIPHERAL NERVES 


Klein, M. R., and Guiot, G.: Concerning the Phe- 
nomena of Arrest of Function by Neural Scars 
(Sur les phénoménes d’arrét de fonction par cica- 
trices nerveuses). Presse méd., 1946, 54: 270. 


Scars within neural tissue, such as may occur in 
deep injury of the spinal cord or brain, produce a 
lesion of which the signs are “‘deficiency of function;”’ 
whereas scars which lie on the surface of any neural 
tissue may produce signs either of irritation alone, or 
of a complete loss of function such as the intrinsic 
scar would produce. Therefore, the removal of a 
superficial neural scar may be of remarkable benefit 
to the patient not only because the signs of irritation, 
such as paresthesia or pain, are removed, but be- 
cause function is actually restored. The authors 
show by means of cases how cicatricial tissue will 
interrupt function not only of a peripheral nerve, but 
also of the cauda equina; and even the latter may be 
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completely restored to function if it is not actually 
severed but only surrounded by scar tissue which 
may be successfully removed. Likewise, a scar 
binding the surface of the spinal cord to the dura 
mater may give clinical evidence of a complete 
transverse lesion at that level, but with removal of 
the scar and freeing of the cord complete return of 
function may be expected. Such lesions, post- 
traumatic in nature, must be rare even in the au- 
thors’ experience, but they do not cite the number of 
spectacular cures which they have so effected. They 
think of a cerebral cicatrix as an active lesion. 
Naturally no function can be expected from that 
part of the cortex which is actually gone and has 
been replaced by scar tissue, but the additional fact 
remains, according to their concept, that the scar is 
capable of interrupting the function of the other- 
wise normal surrounding cerebrum, and can provoke 
difficulties in the surrounding brain both in the 
contiguous and more or less distant regions. There- 
fore, they believe that by removing a cerebral scar, 
they can restore function to the surrounding brain 
much as is sometimes possible following the removal 
of a tumor, as they believe the two situations to be 
comparable. Joun Martin, M.D. 


Spurling, R. G., and Woodhall, B.: Experiences 
with Early Nerve Surgery in Peripheral Nerve 
Injuries. Ann. Surg., 1946, 123: 731. 


With the expectation of a large number of periph- 
eral nerve injuries in World War II a plan for an 
organized program to study these cases was insti- 
tuted. Although adequate time has not elapsed (at 
least 5 years) to permit a final evaluation, the au- 
thors have sufficient important data to warrant a 
preliminary report on many of the cases. 

Stress was placed upon the following essential 
principles in the operative treatment of peripheral 
nerves: 

1. The suture line must be free from tension, this 
result being accomplished by extensive dissection, 
with transplantation of the proximal and distal 
nerve segments if indicated, rather than by excessive 
unphysiologic flexion of contiguous joints. 

2. The proximal and distal nerve ends must be 
accurately trimmed until grossly normal nerve ends 
are visible. 

3. The transected nerve ends must be approxi- 
mated by a very carefully performed interrupted 
epineural suture. The use of a transneural or sling 
suture was left optional with the surgeon. 

4. Rigid hemostasis is mandatory and was accom- 
plished without the use of a tourniquet unless it was 
required by an associated vascular injury. 

Nerve lesions other than division are to be 
treated by strict conservatism. 

Nerve suture was carried out either with fine 
tantalum wire or fine silk. In the European theater 
of operations tantalum foil was placed about the 
suture site, although one center used plasma clot 
sheath in order to permit an evaluation of the two 
methods. The results of these techniques are not 


reported. Extension of flexed joints was started at 
the end of 2 weeks after surgery and completed by 
the fifth week. 

Although there is a variance in surgical opinion as 
to the optimum time for nerve suture, the authors 
strongly recommend early delayed nerve suture 
rather than primary suture. However, the practice 
of delaying several months to await evidence of 
regeneration is completely indefensible. The reasons 
for resorting to early delayed or secondary nerve su- 
ture rather than. to primary nerve repair are as 
follows: 

1. The suture of a divided peripheral nerve at the 
time of wound débridement is not feasible by any 
technical standards, nor is it compatible with the 
surgical principles of preservation of life or extrem- 
ity, or of the prevention of infection, which must be 
dominant at this time. 

2. It is not possible at this time for the surgeon to 
estimate the intraneural damage to nerve segments 
adjacent to the point of severance caused by the dis- 
tribution of force developed by the war missile. 

3. Selective section of nerve ends prior to suture 
is impossible unless a large nerve gap is arbitrarily 
established. 

4. Mobilization and transplantation procedures 
essential for restoring the nerve gap and delimiting 
suture line tension are surgically unsound because of 
the danger of infection. 

5. While in cleanly lacerated or in small penetrat- 
ing wounds nerve suture might be carried out imme- 
diately following flexion of the contiguous joints, the 
results in cases in which the nerve gap has been over- 
come by flexion alone are likely to be adversely 
affected both by joint contractures and by the post- 
operative stretch upon the suture line. Moreover, 
this method may not be applicable if the point of 
suture is distant from an articulating surface. 

6. The epineurium of a freshly divided nerve is 
thin and friable, and lacks the tensile strength to 
hold sutures. 

Of the many pathological changes occurring in the 
distal portion of a severed nerve, two major ones are 
discussed. These are fibrosis and tubule atrophy. 
Fibrotic thickening of the epineurium occurs be- 
tween the fifteenth and twenty-fifth days and is im- 
portant as it facilitates epineural suturing. An endo- 
neural fibrosis occurs simultaneously and in time re- 
places the atrophic tubules, while collagenic tissue 
spreads diffusely through the interfascicular spaces. 
Since functional nerve regeneration depends to a 
large extent upon the preservation of the tubule 
spaces, a histopathological basis for the optimum 
time of nerve repair may be determined when the 
complete data are available. At present it appears 
that the time is within the first 3 months. A photo- 
micrograph of a distal nerve segment is presented to 
show almost complete obliteration of the tubule 
spaces by endoneural fibrosis 14 months after 
severance. 

In order to evaluate primary and secondary nerve 
suture, a group of 89 cases of the former revealed 
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SURGERY OF THE 
failures in 22.4 per cent, whereas a group of 419 
cases of the latter revealed failures in only 5 per cent. 
An early assessment study of regeneration re- 
vealed evidence of motor recovery in 20 per cent of 
the cases at 3.9 months after surgery, and in 54 per 
cent at 8.9 months. A very similar recovery of 
sensory status was noted at the same time intervals. 
An attempt to use the wartime experience in the 
treatment of civilian nerve injuries is hindered by the 
variance in the cause of the injuries. The general 
tissue disruption due to the war wounds is obviously 
greater.and more widespread than that in the civilian 
wounds. However, the authors believe that second- 
ary nerve repair would still be advisable in civilian 
wounds except in very limited cases. 
Jack I. Wootr, M.D. 


MISCELLANEOUS 


Kinsman, J. M., and D’Alonzo, C. A.: The Pene- 
tration of Penicillin through Normal and In- 
flamed Meninges. N. England J. M., 1946, 234: 
459- 


From 4 patients with meningococcal meningitis, 
who were treated with 10,000 units of penicillin 
given intrathecally and 25,000 units given intraven- 
ously at the same time, followed by 25,000 _— 
given intramuscularly every 3 hours beginnin 
hour after the original dose, and a repetition o: the 
intrathecal dose after 8 hours, spinal fluid was col- 
lected at the eighth and twenty-fourth hours for 
penicillin assays. The 8 hour specimens contained 
from 3.9 to 20.0 units per cubic centimeter, while the 
24 hour specimens contained from 0.078 to 0.312 
unit per cubic centimeter. These are satisfactory 
therapeutic levels, indicating that when penicillin is 
administered intrathecally in the treatment of men- 
ingitis, it is not necessary to repeat the dose oftener 
than every 16 hours. 

In order to check the diffusion of penicillin into the 
spinal fluid following extrathecal injection, patients 
with several conditions were studied. 
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More than 20 patients with early syphilis without 
meningitis were treated with from 20,000 to 40,000 
units of penicillin given intramuscularly every 3 
hours for from 1 to 8 days. The spinal fluid was as- 
sayed at various intervals from the fifth to the eighth 
day, but in no case was penicillin detected. 

Six patients with meningococcemia were treated 
with intravenous doses of penicillin of from 25,000 
to 40,000 units, with a maximum interval between 
doses of 3 hours. The spinal fluid was assayed at the 
eighth and twenty-fourth hours in 5 cases and on the 
fifth and ninth days in 1 case. No penicillin was de- 
tected in any specimen, although the clinical results 
were excellent and none of the patients developed 
meningitis. 

Two patients with tuberculous meningitis were 
treated with intrathecal doses of penicillin similar to 
those just stated, but only a trace of penicillin could 
be detected in an occasional sample-of spinal fluid. 

Nine patients with meningococcus meningitis 
were started on a regimen of parenteral penicillin 
alone. Clinical results were poor, and all of the pa- 
tients had to be given sulfadiazine to effect a cure. 
Spinal fluid assays on these patients showed the 
presence of penicillin only occasionally,;and then in 
low concentrations, the highest level being 0.05 
unit per cubic centimeter. This is in marked con- 
trast to the concentrations up to 0.35 unit per cubic 
centimeter which have been reported by Rosenberg 
and Sylvester. 

The authors believe that these differences are at 
least partially due to the different methods of assay 
employed. They used a modification of the Rammel- 
kamp serial dilution test in this study, whereas 
Rosenberg and Sylvester used a turbidimetric meth- 
od, which the authors believe is considerably less 
reliable. 

It is concluded that the penetration of the menin- 
ges by penicillin is extremely erratic, even in the 
presence of meningitis, so that its use extrathecally 
alone is not justified in the treatment of purulent 
meningitis. Rosert E. GREEN, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Desaive, P.: The Ultimate Effects of Suppression of 
the Ovarian Hormone on the Development and 
Evolution of Mammary Cancer (De |’éventuelle 
influence de la suppression de l’hormone ovarienne 
sur le développement et l’évolution des cancers mam- 
maires). Acta chir. belg., 1946, 45: 41. 


The development of mammary cancer seems to be 
closely bound up with ovarian activity. In the 
woman, as in the experimental animal, castration 
practiced at a tender age puts the mammary gland 
definitively at rest and acts as a prophylactic meas- 
ure against malignant transformation. Of course, 
in the animals, ‘the administration of large doses of 
estrogenic substances for a long period of time will 
produce mammary cancer, but in the human being 
no such massive dosage is conceivable, and it is prob- 
able that the ovary of the woman influences the de- 
velopment of mammary cancer only in that its func- 
tioning, or perhaps its disturbed functioning, causes 
disturbances in the cyclic histological changes of the 
mammary tissues. 

The author believes that the only prophylaxis 
will be found in the normal functioning of the 
woman’s sexual life. There is some evidence that 
nursing the child from both breasts, and proper 
spacing of pregnancies, with the periods of lactation 
that follow, to allow the mammary gland a sufficient 


period for rest and recuperation will result in the 
smallest incidence of mammary cancer. 

In the treatment of mammary carcinoma there is 
not enough evidence to justify castration (either 
surgically or roentgenologically) of the patient as a 
universal method of treatment. 

Joun W. BRENNAN, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Iselin and Seror: Lobectomy for Bronchiectasis in 
Children. Five Personal Observations (Lobec- 
tomie pour bronchiectasis chez l’enfant. Cinq obser- 
— personneles). Rev. chir., Par., 1946, 65: 65, 
138. 

The authors describe in great detail a series of 5 
cases of lobectomy for bronchiectasis in children and 
discuss all phases of the treatment. They stress es- 
pecially the importance of the preoperative and post- 
operative management. The patients ranged from 
6 to 17 years. The operation was performed on the 
left lower lobe in 2 cases, on the right middle and 
lower lobe in 2 cases, and on the right lower lobe in 1 
case. One patient died postoperatively of lung gan- 
grene and septicemia (this was before the sulfonamide 
and penicillin era); the 4 others recovered with ex- 
cellent functional results. 

In order to visualize the lesions before operation, 
lipiodol is injected into the bronchi, first on the af- 


fected side, and 2 weeks later on the normal or less 
affected side. Three days before the operation bro- 
mide is given for sedation; then 15 c.c. of lipiodol 
are injected, 5 c.c. each in the upper lobe, middle 
lobe or the corresponding lingula on the left, and in 
the lower lobe. A detailed anatomy of the lungs and 
the course of the bronchi is given. 

The patient is prepared routinely as follows: 
1. By postural drainage. This is done on a special 
bed which can be broken or tilted in different direc- 
tions. The posture required for drainage depends on 
the location of the bronchiectasis. 

2. By means of respiration exercises. The breath- 
ing should be thoracic rather than diaphragmatic. 
The exercises increase the expectoration and sup- 
port the re-expansion of the collapsed lung after the 
intervention. 

3. By artificial pneumothorax which is started 2 
weeks before the lobectomy. From 250 to 300 c.c. 
of air are injected several times (usually 4 or 5 
times) till the two sheets of the pleura are completely 
separated from each other. The rationale of these 
procedures is to verify if the pleural cavity is free; 
furthermore, the pneumothorax contributes to bet- 
ter drainage after the operation, and the patient gets 
accustomed to breathing with one lung before the 
operation. 

4. By “‘poudrage,”’ which is performed in certain 
rarer cases. This is indicated only in cases of inferior 
lobectomy and is possible only in children more than 
ro years old. The purpose of this procedure is to 
produce adhesions in the upper lobe area in order to 
avoid pulmonary infection by aspiration during and 
after the operation. Four weeks before the lobec- 
tomy a pneumothorax is started and, under control 
of the eye with the pleuroscope, a 5 per cent iodine 
talcum compound is insufflated in the upper lobe 
area. Then all the air in the pleural sac is aspirated 
again until the two pleural surfaces touch. After 2 
weeks, when adhesions have formed over the upper 
lobe, a second pneumothorax is started, but at the 
inferior lobe only. 

The operations were performed under cyclopro- 
pane anesthesia with or without tracheal intubation. 
The details of the operative technique should be read 
in the original article. © WERNER M. Sotmitz, M.D. 


Iselin, M.: Abscess of the Lung. A Report of 46 Op- 
erative Cases (Les abcés du poumon d’aprés 46 cas | 
opérés). Presse méd., 1946, 54: 197- 

Because of the good results obtained from the one 
stage operation in the treatment of lung abscess as 
reported in 1936 by Neuhof and Tourow, the author 
has used this method since 1939 and reports his re- 
sults in 46 operated cases. 

One case could not be included in his statistics, be- 
cause at the time of operation the author found no 
pleural adhesions and plugged the operative wound 
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SURGERY OF 


for pneumotomy at a second operation. The patient 
died before the second stage could be carried out. 

Among the remaining 45 cases, there were 11 
deaths. 

From the results in his cases, the author draws 
conclusions as to operative indications, pathological 
anatomy, and surgical technique employed in treat- 
ing lung abscesses. 

With regard to the operative indications, the two 
accompanying tables suggest that the operation is 
more serious in the older patient and when the 
abscess has been present for a longer period. 

The young and vigorous patient can always con- 
sider spontaneous recovery az a possibility. On the 
contrary, an individual of more advanced age (this 
age commences at 40 years in the matter of lung 
abscess), especially if he is obese, in poor general 
condition, or (still stronger reasons) if he is an alco- 
holic, or presents a cardiac or diabetic condition, does 
not have the same chances for spontaneous recovery. 

If there are serious signs present (hemoptysis, pu- 
trefaction, rapid extension of the lesion as shown with 
x-rays), early intervention is necessary, even in the 
third week. On the other hand, if grave signs are ab- 
sent, operation can be delayed; but if the abscess has 
not recovered clinically and roentgenologically at the 
end of 2 months, surgical intervention is necessary. 

The existence of multiple abscesses is extraor- 
dinarily frequent. In the author’s cases, the abscess 
was single in 21 cases and multiple in 20 cases, and in 
4 cases none was found, as can be seen in the ac- 
companying table. 

For the operation the path of approach is through 
that point where the abscess is most superficial, for 
that is where one finds the zone of adhesions. In 26 
cases this point was posterior, in 12 cases lateral, in 7 
cases it was successively two ways, one lateral and 
one posterior, and in 1 case it was, of necessity, 4 
ways (axillary, posterior, transscapular and sub- 
scapular). 

In 44 of 56 pneumotomies done in one stage, 
fusion was complete in the whole length of the area 
uncovered; 8 times it extended for only a part of the 
costal opening; and 3 times the pleura was entirely 
free. In 4 cases pleural pus led to the abscess. 

The pleura was opened accidentally in 9 of the 
author’s cases. The parietal pleura was opaque, but 
the opacity did not coincide with the adherence of 
the visceral pleura. When the parietal pleura is trans- 
parent one knows exactly the limit of the adherence, 
and an accident should not occur. In 3 cases the 
interlobar pleura, which was free, was opened in the 
depth of the pneumotomy wound. In 7 of the cases in 
which the pleura was opened the accident did not 
give rise to any complications, but in 2 cases there 
was the complication of drainage. After a lapse of 
time the patients recovered. 

Death occurred during the operation in 1 case; 
the patient was 32 years old and in poor condition. 

Four times operation was denied the patient on 
account of his poor general condition. Death fol- 
lowed promptly. 


THE THORAX 


Age of patient 


Under 40 years 


Between 40 and 55 years 


After 55 years 
*Abscess of 18 months. 


Duration of abscess 


Less than 2 months 
Less than 1 year 


More than 1 year 


*Patient of 55 years in very poor condition. 


Number of abscesses 5 4 3 2 I ° 


Number of cases I 2 6 Ir 21 4 


Death occurred 5 times in the immediate post- 
operative period, at 5 days, 8 days, 12 days, 13 days, 
and 4 weeks. All of the patients were over 50 years 
of age and in very poor condition. 

Death occurred 5 times in the latter part of the 
postoperative period, at 6 weeks, 7 weeks, 4 months, 
54 months, and 14 months, because of secondary 
hemorrhage, and in 1 case because of an abscess of 
the neck. 

The cavity healed spontaneously in 16 cases in 
from 6 weeks to 20 months. The nature of the lesion 
and duration of the abscess are factors affecting the 
length of time for recovery. The earlier the opera- 
tion was done, the quicker was the recovery. Follow- 
ing 19 early operations (before 2 months) there were 
9 spontaneous recoveries within from 6 weeks to 1144 
months, but following 15 delayed operations there 
were only 4 spontaneous recoveries in from 4 to 20 
months. 

Fistula and secondary hemorrhage are the most 
dreaded postoperative complications. ° 

The author advocates early one stage operation 
in the treatment of lung abscesses for it favors early 
spontaneous recovery, tends to prevent the forma- 
tion of multiple abscesses, and eliminates the chance 
of development of a pyosclerosis of the lung with 
bronchial dilatation and the formation of fistulas. 

BLACKWELL MarkuaM, M.D. 


Schik, R. G.: Cancer of the Lungs. Vrachebnoe Delo, 
1945, 1: 437- 


In the years from 1936 to 1944 cancer of the lungs 
was found in 138 cases at autopsy. This was an av- 
erage of 1.75 per cent of all the autopsies made and 
an average of 15.6 per cent of the cases in which the 
diagnosis of cancer had been made prior to the death 
of the patient. 

In the years 1938 and 1939 the percentage of 
error in the diagnosis of cancer of the lungs declined 
sharply. This sudden change apparently was due to 
the work of Dillona, a newcomer in x-ray diagnosis 
and x-ray therapy of the lungs. 
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The analysis of the cases showed that very often 
the primary localization of cancer in the lungs was 
overlooked and a diagnosis of primary cancer of the 
liver, brain, or bones was made. It was found that 
metastases from cancer of the lungs were more 
often generalized than localized to the brain, bones, 
or liver. Metastases of cancer of the lung were 
found in almost every part of the body. They were 
found in the lymph nodes in 116 cases, in the liver in 
50 cases, in the kidneys in 38 cases, in the bones in 37 
cases, and in the lungs in 35 cases. The primary lesion 
of cancer of the lungs very often was so small that it 
was not discovered by the physicians. However, the 
metastases very often cause disturbances which are 
readily discovered and a diagnosis of primary cancer 
is usually made of the metastases. 

Cancer of the lungs was very often misdiagnosed 
as pneumonia, abscesses, bronchiectasis, and pleur- 
isy. These mistakes were explained by the usually 
associated complications of the respiratory organs 
caused by the creeping appearance of bronchiogenic 
cancer. The inflammatory complications of the lung 
tissue associated with cancer of the lung were found 
to be as follows: perifocal in 22 cases, fibrinous in 3, 
pyogenic in 15, catarrhal in 8, bronchiectatic in 15, 
atelectatic in 24, pneumosclerotic in 9, and caver- 
nous in 2. 

These complications were observed very often by 
the attending physician, who discovered them while 
making bronchoscopic examinations. The cause for 
serous, serofibrinous, hemorrhagic, and purulent 
pleurisy might be cancerous lymphangitis or inflam- 
matory processes in the lung tissue extending to the 
pleura. In almost all of the cases pleurisy was ob- 
served on the side of the primary site of the tumor. 
* In 11 cases profuse bleeding was due to erosion of the 
blood vessels by the tumor. Compensatory emphy- 
sema was observed in 21 patients, 5 of whom had 
hypertrophy of the right ventricle; 1 of these was 
treated for cardiopulmonary decompensation. Ca- 
chexia was observed in 39 cases. Davidovsky and 
Lang noticed that cachexia was very often absent in 
cancer of the lungs. The author’s analysis showed 
that cancer of the lung occurred more often in men 
than in women (116 men, 22 women). The number 
of patients with cancer of the lungs below the age of 
40 decreased about the same extent as that of simi- 
lar patients over the age of 60. 

The age and sex incidence of cancer of the lungs as 
given by the author corresponded favorably with the 
figures given by Davidovsky. The conception that 
city inhabitants get cancer of the lungs more often 
than people living in the country was confirmed by the 
patients seen in the clinic ‘‘ Moneke,”’ which obtains 
its patients from the district of Moscow. In the 
author’s series the right lung was more frequently 
affected than the left (82 to 55). This fact had been 
noticed by many authors and was explained by the 
fact that the right lung had a wider and a more ver- 
tical bronchus. The primary site of the cancer was 
found to be in the upper half of the right lung in 37 
cases and in the lower lobe in 16. The primary site 
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of cancer of the lungs is very rarely found in the 
middle lobe, and in the author’s series only 3 cases 
of this type were recorded. In patients in whom 
several lobes were affected by cancer, it was very 
difficult to decide in which portion of the lung the 
tumor appeared first. In the left lung, the cancer 
appeared primarily in the lower lobe in 23 cases and 
in the upper lobe in 15 cases. 

In this series it was clearly brought out that can- 
cer of the lung appeared principally as cancer of 
bronchiogenic origin. The main bronchus was affect- 
ed in 62 of 138 cases, and the main branches of the 
bronchi in 35 cases. The smaller bronchi were less 
frequently affected; ‘cancerous pneumonia’’ was 
noticed in only 2 cases. 

Metastases of bronchiogenic cancer spread by way 
of the lymph system, as well as through the blood 
stream, as judged from their frequent occurrence in 
separate organs, i.e., the brain, liver, and spleen. 
The spread by way of the blood stream is definitely 
just as important as the spread through the lym- 
phatics. Very frequently it was very difficult to dif- 
ferentiate a sister metastasis from an extension meta- 
stasis. It was found that cancer of the lung most 
frequently metastasizes by way of the lymphatics. 
This is the first route the tumor particles take. 

The most frequent metastases of cancer of the 
lung appear in the liver, bones, kidneys, spleen, and 
brain. The following additional conditions were 
found in association with cancer of the lungs: arteri- 
osclerosis in 38 cases, tuberculosis in 10, other tumors 
in 7, perforation of the intestines in 4, syphilis in 4, 
ulcer of the stomach in 4. 

The author states that he has found that the num- 
ber of wrong diagnoses of cancer of the lungs was 
considerable. This fact emphasizes the difficulty of 
making a correct diagnosis and also indicates that 
this condition and its complications are not too well 
known by the average physician. Improvement in 
the method of diagnosing cancer of the lungs in the 
early stage would be of great practical value, espe- 
cially in reference to successful lung surgery and 
roentgenotherapy. Georce I. Ress, M.D. 


Holst, J.: Closure of the Bronchus in Pneumonec- 
tomy and Lobectomy. Acta chir. scand., 1946, 93: 
431. 


A simple and safe technique for closure of the 
bronchus in pneumonectomy and lobectomy is re- 
ported. This technique was worked out in 1938 at 
the Norwegian Surgical University Clinic A in Oslo, 
reported by Mr. John Ro in 1942, and perfected as to 
dissection according to the Brompton School (Tudor 
Edwards). It was used in 11 cases of pneumonectomy, 
and in 7 lobectomies. 

After dissection a curved, solid clamp, strong 
enough to crush the cartilages, is placed close to the 
carina and parallel to the opposite main bronchus for 
pneumonectomy, and close and parallel to the 
bronchus of the remaining lobe in lobectomy. The 
bronchus is cut between the first and a second clamp 
applied on the pulmonary side as close as possible. A 
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continuous silk suture is applied over the proximal 
clamp which is then removed. The suture is 
tightened at either end to make an air tight closure 
and tied to interrupted sutures at each end. 

In pneumonectomies adequate covering of the 
suture line is obtained by burying the stump in the 
mediastinum and by extrapleuralization. In extra- 
pleural pneumonectomies and lobectomies the suture 
line is covered with pedicled or carefully dissected 
free pleural flaps. 

In the pneumonectomies no case of insufficiency of 
the bronchial suture and no case of pleural infection 
occurred. After 1 of the lobectomies a small empyema 
developed and had to be drained during the post- 
operative period. 

Three of the ro patients subjected to pneumonec- 
tomy died in the postoperative period—z2 of heart 
failure and 1 patient of contralateral bronchopneu- 
monia. The bronchial stump was examined at 
autopsy and was found to be in a satisfactory condi- 
tion. 

The technique offers central amputation without 
soiling, and solid closure. Lynn JOHNSEN, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Tanner, N. C., Allison, P. R., Lewis, I., and 
Shorter, A.: Discussion on Carcinoma of the 
Lower Esophagus and Cardia. Proc. R. Soc. M., 
Lond., 1946, 39: 411. 


TANNER. Carcinomas of the esophagus, usually 
squamous celled tumors, and carcinomas of the 
cardia, usually adenocarcinomas originating in the 
gastric mucosa, differ in their histology, direction 
and rate of spread, prognosis, and treatment, but the 
technical problems associated with their extirpation 
are similar. 

Resection of the cardia and lower esophagus was 
done by (1) antethoracic anastomosis (7 patients, 
average age 65; 3 survived from 2 to 9 weeks; none 
left the hospital); (2) intrathoracic anastomosis (8 
patients; average age 66; 6 left the hospital in a 
satisfactory condition); (3) abdominal resection, the 
most palliative procedure (13 patients). I favor the 
intrathoracic anastomosis. 

There are several advantages which one may gain 
from preliminary laparotomy—except in the very 
localized and very low esophageal tumor: (1) greater 
ease in freeing the stomach and a better dissection of 
the subdiaphragmatic and coronary lymph glands, 
and of the lesser omentum; (2) greater facility in 
mobilizing the jejunum in the rare cases in which a 
loop of jejunum is too short to reach the esophagus; 
(3) greater ease in closing the duodenum in cases in 
which the whole stomach has to be removed; (4) the 
ability, after dividing the diaphragm from below, to 
insert the hand in the posterior mediastinum and to 
palpate the growth, and possibly avoid a fruitless 
thoracotomy; and (5) the ability to make a higher 
resection and an easier anastomosis by combining 
abdominal mobilization of the stomach and lower 
esophagus with a high right thoracotomy. 
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Atttson. As in all forms of cancer the urgent call 
is for earlier diagnosis. Both esophageal and gastric 
growths are more common in males than in females. 
The most common symptom is dysphagia. A growth 
starting in the abdominal esophagus or in the stom- 
ach close to the cardia is more likely to give rise to 
dysphagia as a first symptom than those farther 
away. Physical examination often fails to further 
the diagnosis and should reveal nothing in the oper- 
able case. A tumor in the epigastrium suggests an 
advanced lesion, while a gland in the neck or mass in 
the rectum banishes all hope. The roentgenography 
of lesions at the cardia calls for the greatest care, 
skill, and experience if anything but an advanced 
growth is to be detected. 

The differential diagnosis is mainly made from 
cardiospasm, peptic ulcer of the esophagus, simple 
tumor, simple stricture, and “corkscrew esophagus.”’ 
The ultimate differentiation should depend on 
esophagoscopic appearance and, if necessary, biopsy. 
There seems to be no record yet of a simple peptic 
ulcer of the esophagus undergoing malignant change. 
A careful note should be made of the smell. Some- 
times ulceration is associated with a mixed infection 
which produces a most offensive odor, and in these 
cases the greatest care must be exercised to avoid 
contamination of the mediastinum at operation. 

An appreciation of the lymphatic paths is essential 
if a radical operation is to be employed. 

The results of surgery cannot be judged on the 
number of 5 year survivals. Obstruction at the 
cardia causes such discomfort and distress that its 
relief, even for a few months, is worth achieving, and 
when a patient has been subjected to a major opera- 
tion he is entitled to expect some benefit. Neverthe- 
less, the aim should be to perform a radical operation 
when possible, and it is therefore worth while to con- 
sider a basis for this which will stand the test of the 
anatomy, physiology, and what is known of the 
pathology of these tumors. The object, in the first 
place, is to remove the primary tumor with its area 
of lymphatic drainage, and, in the second, to restore 
continuity of the digestive tract. 

Lewis. All cases of cardiospasm must be esopha- 

——. A positive biopsy should be the rule be- 
ore major thoracotomy. The present practice of 
esophageal resection is based on the idea of throwing 
the thoracic and abdominal cavities into one so as to 
mobilize some part of the abdominal alimentary 
canal and to secure anastomosis with the esophagus 
without tension. The layer most liable to tension is 
the anterior esophagoperitoneal. It cannot be too 
often repeated that in the esophagus the mucosa is 
the master layer, just as in the stomach it is the 
seromuscular layer. 

SHORTER. The main accessory aids to diagnosis of 
carcinoma of the cardia and lower end of the esopha- 
gus are: (1) radiology, (2) esophagoscopy, and (3) 
gastroscopy. 

At the present time surgery seems to hold out the 
greatest hope of cure, especially in the early stages. 
The choice of treatment lies between surgical ex- 
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cision and direct irradiation. When the best form of 
treatment can be decided beforehand, there are 
various methods of approach. 

Because of the tendency of the growth to spread 
along the stomach or the lymphatics toward the 
midline or beyond, exposure must be made to enable 
the irradiation to be directed in an anteroposterior 
plan, otherwise uniform irradiation of the tumor area 
would be impossible. Therefore the left trans- 
thoracic approach is unsuitable for direct irradiation 
of these tumors. The postoperative reactions have 
been no more severe than would have been expected 
after the operation alone, even after a maximum 
tumor dose of more than 1,500 r. in 3 minutes. 

LEE PuLLENn, M.D. 


Schlumberger, H. G.: Teratoma of the Anterior 
Mediastinum in the Group of Military Age; 
A Study of 16 Cases, and a Review of the The- 
ories of Genesis. Arch. Path., Chic., 1946, 41: 398. 


The study of teratoma in the light of modern 
embryology has been neglected by American pathol- 
ogists. The purpose of this article is to present an 
interpretation of the origin and development of 
teratoma, with particular reference to that of the 
anterior mediastinum. The material for the study 
is provided by a series of 16 specimens of teratoma 
from 15 men and 1 woman within the military age 
group of from 18 to 38 years. In 10 of these cases the 
growth was benign and in 6, cancerous. 

In the specimens of benign teratoma the most 
frequently encountered organoid structures were 
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skin, intestine, bronchus and pancreas. The inci- 
dence of well developed pancreas in 6 of the 10 
specimens is remarkable in view of its infrequent 
occurrence in specimens of teratoma occurring in other 
regions. 

The specimens of cancerous teratoma of this series 
were characterized by almost complete absence of 
ectodermal derivatives, such as skin or nerve tissue. 
The connective tissue was loose and cellular and may 
have undergone cancerous change. The cancerous 
epithelium was arranged as adenocarcinoma in each 
instance. Well differentiated organoid epithelial 
structures were absent. Metastases were found in 4 
cases. 

During the past half century the experimental 
analysis of morphogenesis has made important ad- 
vances. Outstanding among these has been the de- 
velopment of the concept of the organizer which 
holds that substances (‘‘organizers”’) liberated by 
one group of cells may determine the differentiation 
and the organization of other groups of cells. 

The hypotheses of the genesis of teratoma have 
been examined in the light of advances in embryology. 
It is concluded that teratoma of the ovaries and the 
testes is due to abnormal growth and differentiation 
of undifferentiated precursors of the germ cells. 
Extragonadal teratoma, however, is the result of a 
local dislocation of tissues occurring during embryo- 
genesis. 

Teratoma of the anterior mediastinum probably 


_ arises from tissue dislocations in the anlage of the 


thymus. Joun E. Krrxpatricx, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Jacobson, P.: Inguinal Herniorrhaphy from the 
Intra-Abdominal Perspective. Retention of 
the Sac and Intact External Ring, and a Means 
for Proving the Adequacy of the Repair. Am. 
J. Surg., 1946, 71: 797. 

In this article the author describes an operative 
plan for the intra-abdominal repair of inguinal her- 
nia. An oblique inguinal incision is used, the abdom- 
inal inguinal ring being the midpoint. The aponeuro- 
sis of the external oblique muscle is split in the direc- 
tion of its fibers just medial to the inguinal canal, but 
the external inguinal ring is not opened. The fibers 
of the internal oblique and transversus abdominis 
muscles are split as in a McBurney incision, just 
above the abdominal inguinal ring. The peritoneum 
is then opened transversely (Fig. 1), also just above 
the inguinal ring. A finger is inserted into the hernial 
sac and the inguinal structures are examined. The 
finger is then withdrawn and reinserted into the peri- 
toneal cavity behind the sac (Fig. 2) and pressure is 
exerted against the parietal peritoneum at the in- 
sertion of the rectus into the pubis, laterally to the 
pubic tubercle, the superior pubic ligament, the 
lacunar and inguinal ligaments, the spermatic fascia, 


Ext. Inguinal ___.4 
ring. 


Fig. 1. The peritoneum is opened transversely and 
clamps are put on the angles for guides. Clamps are placed 
on the upper peritoneal edge, too. and left there, so it can 
be readily found when closure is started. Note length and 
direction of incision. 


and the area behind the cord including the inguinal 
ring, to probe for a weak place. If none is found (in 
50 per cent of the author’s cases) it is assumed that 
the inguinal region is adequate and no reconstruc- 
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Fig. 2. After the finger has been in the sac to duplicate the hernia, it is removed and 
placed in the peritoneal cavity behind the sac to test the strength of the inguinal wall 
and to search for all possible sources of failure. 


457 


; SURGERY OF THE ABDOMEN 
er 
| 
es 
al ) 
cad IN = 
y. 
he 
Is. 
a 
O- 
ly 
ne 
\ 
\ 
\ 
(/ ij 
BY Mp, ‘ ‘ 
\ \ 
\ ' ‘ : 
\ 
} 
|| 


INTERNATIONAL ABSTRACTS OF SURGERY 


Fig. 3. The closure is not started until all reconstruction 
has been finished and its stability proved by the maneuver 
illustrated in Figure 2. If reconstruction is required, the 
incision is lengthened to uncover the external ring, and the 
fascia of the external oblique is allowed to be separated far 
enough to permit any necessary suturing. The peritoneum 
is sutured without dissecting the sac from the lower leaf. 


« 
\ 


Ext, Obliq 


Fig. 4. The neck of the sac is opened to form a flat sur- 
face of peritoneum. The incision into it under the muscles 
can be continued with scissors as far as can be conveniently 
reached. There is no danger of injuring the cord or its ves- 
sels since these are beneath the posterior surface of the sac. 
The distal part of the sac can be disregarded. However, 
the neck may be opened beyond the external ring to expose 
its peritoneum. This may be sutured to the surrounding 
tissues with impunity to become a strong supporting struc- 
ture, since its endothelial surface quickly disappears and is 
replaced by adhesions. (Courtesy of American Journal of 
Surgery.) 


tion is necessary. If defects are found, the proper 
structures are approximated, and the author prefers 
the use of the suprapubic ligament to the more con- 
ventional use of the inguinal ligament. After it has 
been ascertained that the reconstruction is satisfac- 
tory by the reintroduction of a finger into the ab- 
dominal cavity, the hernial sac is excluded from the 
cavity by suturing the upper margin of the perito- 
neum to the area just below the neck of the sac 
(Fig. 3). The hernial sac is then opened as far as can 
be reached and simply flattened (Fig. 4). The upper 
edge is then included in the few sutures used to close 
the internal oblique and transversus muscles. The 
external oblique aponeurosis and the skin are closed. 
Thus the cord is not disturbed. 

The author believes that this approach to the 
repair of inguinal hernia is of great assistance in 
determining what will be necessary to create an 
effective barrier against recurrence and also if the 
barrier has been erected. 

Tuomas C. Dovuctass, M.D. 


Barreto, H.: Modification of the Technique for 
Cure of Umbilical Hernia in Adults (Variante 
técnica para cura das hérnias umbilicais no adulto). 
Rev. brasil. cir., 1946, 15: 37. 

In view of the fact that recurrences have been ob- 
served in 15 per cent of the cases after the Mayo 
operation or Lexer’s suturing method of repair in 
umbilical hernia, the author modified Dubose’ tech- 
nique as described in SuRGERY, GYNECOLOGY & 
OBSTETRICS in 1915. 

A curved incision is carried around the umbilicus 
and both ends are united by another slightly curved 
incision (Fig. 1). In this manner a pedicle containing 
the umbilical scar is formed. This pedicle is pre- 
served for the cosmetic effect. It is lifted, the sac is 
opened, and the hernia is reduced; then, after the 
reduction of the extruded parts, the sac is closed in 
the customary manner. 

Two transverse incisions are made through the 
sheaths of the recti muscles, one above and one be- 
low the suture line of the umbilical sac. The apo- 
neurotic flaps formed in this manner are sutured with 


' interrupted stitches, and another layer is formed 


over this suture line by approximating the upper 


Fig. 1. Skin incision. 
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Fig. 2. Suture of the fascia. 


margin of the upper incision and the lower margin 
of the lower incision. 

Excellent results have been obtained in this 
manner. JosepyH K. Narat, M.D. 


Brocq, P., Patch, J.,and Gosset, J.: Notes Concern- 
ing the Question of Encapsulating Peritonitis 
(Documents 4 mettre au dossier de la péritonite 
encapsulante). Lyon chir., 1945, 40: 153. 


Encapsulating peritonitis is of rare occurrence and 
apt to cause difficult diagnostic problems. Often it 
appears under the symptoms of acute or chronic 
obstruction; in other cases, the distended loops of 
the intestine, caught in the peritoneal sac, may 
simulate a cystic tumor. 

Preoperative roentgenograms facilitate the diag- 
nosis and enable the surgeon to avoid grave errors. 
The authors report 4 cases, 2 of which gave the 
clinical symptoms of an obstruction, whereas the 
other 2 presented the signs of a large cystic tumor. 
In all 4 cases, the correct diagnosis of encapsulat- 
ing peritonitis was made preoperatively by means of 
x-rays. After surgical extirpation of the peritoneal 
sac which encapsulated the intestine, all 4 cases 
were cured permanently. 

WERNER M. Sotmitz, M.D. 


GASTROINTESTINAL TRACT 


MacKenzie, W. C., MacLeod, J. W., and Bouchard, 
J. L.: Transpyloric Prolapse of the Mucosa. 
Canad. M. Ass. J., 1946, 54: 553-- 


Pedunculated tumors, both benign and malignant, 
have long been known to prolapse from time to time 
through the pylorus into the duodenum. Prolapse of 
redundant folds of the gastric mucous membrane 
into the duodenum, while not recognized as fre- 
quently as prolapse of pedunculated tumors, occurs 
more frequently than is suggested by the relatively 
scanty literature on the subject. 

The authors have added 2 new cases to the series. 
Both cases of transpyloric prolapse of the redundant 
gastric mucosal folds were observed roentgenologi- 
cally and were confirmed at operation. Both tumors 
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could be palpated and expressed back into the stom- 
ach. A longitudinal incision into the antrum and 
proximal duodenum disclosed a redundant fold of 
mucous membrane. The redundant mucosal fold 
was excised, and the marginal folds of mucosa were 
approximated and fixed to the underlying muscle. 
Both patients were greatly benefited by the operation. 

There does not appear to be any characteristic 
clinical syndrome to identify the condition. Roent- 
genologists have long been aware of it and roentgen 
examination has been the most important aid in the 
diagnosis. Obviously, a varying degree of redun- 
dancy of the mucosal folds may exist, and the 
chances of making the diagnosis by x-ray must vary 
accordingly. 

Two entirely different types of x-ray appearance 
may be observed in this condition: (a) the polypoid, 
and (b) the pyloric narrowing appearance. The poly- 
poid type occurs most frequently. 

The cause of this condition is obscure. Reference 
to the literature shows that 2 procedures have been 
advocated—to correct coexisting narrowing of the 
pyloric aperture, or to avoid postoperative contrac- 
ture which might arise after excision of the redun- 
dant mucosal fold. In cases in which rigidity of the 
pyloric ring and diminution of the pyloric lumen ac- 
companied the redundant mucosa, the principle of 
the Fredet-Ramstedt operation, with a small longi- 
tudinal incision down to the mucosa, has been ap- 
plied. Most operators, however, have performed a 
pyloroplasty after excision of the prolapsing mucous 
membrane. In most cases the plastic procedure con- 
sisted in closing transversely a longitudinal incision 

STEPHEN A: ZIEMAN, M.D. 


Grimson, K. S., Taylor, H. M., Trent, J. C., Wilson, 
D. A., and Hill, H. C.: The Effect of Trans- 
thoracic Vagotomy upon the Functions of the 
Stomach and upon the Early Clinical Course 
of Patients with Peptic Ulcer. South M.J., 1946, 
39: 460. 

Two important mechanisms regulate gastric se- 
cretion and motility, and may influence the develop- 
ment of peptic ulcer. One of these is hormonal or 
chemical and is usually activated by the presence of 
food in the stomach or duodenum; the other is a 
nervous mechanism which responds to stimuli of a 
neurogenic, psychogenic, or reflex nature. The vis- 
ceral efferent and afferent fibers of the vagus are 
known to play an-essential role in the neural regula- 
tion of gastric motor and secretory function. Con- 
ventional medical therapy of ulcer is usually directed 
toward both mechanisms. 

Surgical treatment interrupts the chemical mech- 
anism and has proved an effective treatment for 
many patients. It may, however, be associated with 
poor nutrition, or occasionally with the develop- 
ment of a stoma ulcer. Subtotal gastric resection 
does not interfere with neural motor and secretory 
function. 

The present article deals with the results of a 
surgical approach that alters the nervous mechanism 
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by removing the vagus nerves and branches about 
the lower end of the esophagus. 

Dragstedt demonstrated that ulcer patients had 
an excessive continuous secretion of gastric juice and 
that this juice was often more than normally acid. 
The hypersecretion occurred during resting and 
night hours when the stomach was not protected by 
neutralization of acid by food. He considers the 
possible causes of this hypersecretion and states that 
while it might be related to a continuous absorption 
of chemical gastric secretory stimuli, such as hista- 
mine, it seems more probable that abnormal activity 
of the vagus secretory mechanism is responsible. 

In June of 1944, a clinical investigation of the 
therapeutic and physiologic effects of vagotomy was 
begun at Duke Hospital, Durham, North Carolina. 
Twenty-five patients with refractory peptic ulcer 
have now been treated. Seven have been under ob- 
servation less than 4 months and will not be reported 
in detail. The operation employed has differed only 
slightly from that of Dragstedt. It consists of a 
transthoracic approach through the bed of the left 
eighth or ninth rib. The pleura over the posterior 
mediastinum is divided. The esophagus and vagus 
nerves are freed by blunt dissection and elevated. 
Traction on the elastic esophagus easily identifies the 
less elastic nerve trunks and branches. The two 
vagus nerves and their branches are followed upward 
to a point ro to 12 centimeters above the diaphragm, 
and there ligated and divided. The nerves and their 
branches are then dissected downward to the level 
of the esophageal hiatus of the diaphragm. Traction 
permits low ligature and division of the distal end of 
the trunks. The tied ends then retract below the 
level of the diaphragm. The excised segments meas- 
ure about ro centimeters in length. The esophagus 
is thoroughly examined and stretched to identify and 
excise or evulse any small nerve fibers that may re- 
main. It is thought that the defect in the vagus 
nerves thus produced may minimize or prevent late 
functional nerve regeneration without transplanting 
the vagus nerves as described by Dragstedt. The 
operation has been performed without mortality, or 
infection of the pleural cavity. 

The clinical effect of vagotomy has been encour- 
aging. Patients are exceptionally well pleased, eat 
normal diets, are relieved of symptoms of ulcer, and 
gain weight. Their appetites are improved. All ul- 
cers have healed with no recurrence as yet. 

Complications related to the marked decrease of 
gastric motility and the presence of inflammatory or 
scar tissue about the ulcer site have occurred. Two 
patients had acute dilatation of the stomach and 
required aspiration of 1,700 and 4,500 cubic centi- 
meters of fluid, respectively. Five of the 25 patients 
required some form of gastroenterostomy either at 
the time of the vagotomy or later. Finney pyloro- 
plasty was employed three times, and gastrojejunos- 
tomy twice. The pyloroplasties worked better than 
the gastroenterostomies, which, because of the de- 
creased motility of the stomach, functioned poorly 
during the first week or two after operation. 


During the first several weeks or months after 
vagotomy, half of the patients experienced epigastric 
distention after eating. Numerous drugs were em- 
ployed to aid motility or emptying of the stomach 
without success. It was determined that patients 
could often manually empty the stomach during this 
period by upper abdominal massage. Even though 
varying degrees of distention occurred, patients sel- 
dom vomited. Diarrhea developed temporarily in 2 
patients. All patients developed temporary inter- 
costal pain even though the intercostal nerve at the 
site of the incision had been evulsed during opera- 
tion. Vagotomy has been most gratifying in patients 
with stoma ulcer. 

The physiological changes induced by vagotomy 
have been remarkable. Motility or peristaltic activ- 
ity of the fasting stomach as judged by balloon 
studies has been consistently decreased below nor- 
mal and in some patients temporarily abolished. In 
spite of this, appetite and hunger sensations were 
normal or increased. Some recovery of motility was 
evident in balloon studies made 3 months and 1 
year after operation. Ulcer pain was relieved by 
the time the patient waked from anesthesia. This 
relief may be related to division of some of the pain 
pathways from the stomach, to cessation of peri- 
stalsis or spasm, or to decreased acidity. The tone 
of the stomach as judged by balloon studies was 
little changed or slightly increased. 

After vagotomy, x-ray studies of the stomach filled 
by barium have revealed a delay in emptying, and in 
most patients retention of some barium 4 or 6 hours, 
or longer. Even though this retention was evident 
by x-ray, these patients usually gained weight and 
ate regular meals without difficulty. Retention was 
also present in a reduced amount during x-ray exam- 
inations made 3 months, or a year or more, after 
vagotomy in those patients who had not had a gas- 
troenterostomy. Peristalsis of the stomach filled 
with barium was usually much less active after vago- 
tomy than before it, particularly during the first 
several weeks. Considerable enlargement of the 
barium-filled stomach occurred in 4 patients. De- 
creased peristalsis and retention in the others was 
associated with little change in size, or some decrease. 

The volume of secretion of the fasting stomach 
was consistently reduced. Certain patients experi- 
encing retention symptoms were therefore advised 
to take larger amounts of water or liquids with 
meals. This seemed helpful. The acidity of the 
secretion of the fasting stomach has also been mark- 
edly reduced. Although the pH and the free and 
total acid of secretions of the fasting stomach are 
much less acid after vagotomy than they were before 
operation, the values for combined acid are greater. 
This would seem to indicate that vagotomy not only 
reduces the amount of acid secreted by the stomach, 
but also facilitates neutralization of acid. Mucus, 
swallowed saliva, or regurgitated duodenal content 
and bile might better neutralize the smaller volume 
and concentration of acid present after vagotomy. 
Also, peristaltic activity of the esophagus and duo- 
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denum is not significantly altered by vagotomy. 
With the motility of the stomach decreased, activity 
of the duodenum might regurgitate more of its alka- 
line juices than normally occurs. Bile was seen more 
frequently in aspiration specimens after vagotomy 
than before operation. It is therefore of interest that 
the decrease of acidity of the fasting stomach was 
least in 5 of the patients with the greatest obstruc- 
tion and retention. 

The results of the studies reported above have in- 
dicated that although vagotomy should block the 
neurogenic, psychogenic, or reflex gastric secretory 
mechanism in patients, it may also have a broader 
effect and somewhat alter the endocrine or chemical 
secretory mechanism, or facilitate neutralization of 
the free acid that it produces. The observations also 
indicate that although changes in secretion and 
acidity are important, the most pronounced and 
consistent change produced by vagotomy is a de- 
crease of the motility of the stomach. Since the de- 
crease of acidity was least in 5 of the patients who 
had the most obstruction by scar tissue, and the 
greatest delay in emptying of the stomach, it seems 
probable that vagotomy should often be combined 
with pyloroplasty or gastrojejunostomy if the maxi- 
mum benefit is to be obtained. 

BENJAMIN GOLDMAN, M.D. 


Forty, F.: One Hundred Cases of Perforated Peptic 
Ulcer: Results of Simple Closure. Brit. M. J., 
1946, I: 790. 

Of 100 consecutive cases of perforated gastric and 
duodenal ulcer in patients operated upon at the Red 
Hill County Hospital, Edgware, during the period 
from 1938 to 1943, 88 occurred in men and 12 in 
women. Operation was done at the earliest possible 
moment after admission of the patient to the hos- 
pital. A general anesthesia of either gas-oxygen or of 
ether was given. A right paramedian incision was 
made, and the rectus muscle was either split or dis- 
placed laterally. Displacement of the rectus muscle 
gave appreciably stronger scars than did splitting 
the muscle, and the latter has now practically béen 
abandoned. The intra-abdominal procedure, in all 
but one of the patients, consisted of simple closure 
of the perforation, with or without drainage of the 
peritoneal cavity. A single chromic catgut stitch was 
passed through all layers to approximate the edges 
of the perforation. Occasionally, when the perfora- 
tion was very large or the tissues were unusually fri- 
able, a second such stitch was introduced at right 
angles to the first. The ulcer was then invaginated 
by a row of three interrupted Lembert stitches passed 
in the long axis of the stomach and duodenum, the 
ends being left long to tie over and secure any avail- 
able piece of omentum as a patch. A toilet of the 
peritoneal cavity was then carried out, the excess of 
fluid being removed by means of moistened gauze 
mops. Routine attention was given to: (1) the space 
between the right lobe of the liver and the dia- 
phragm, where a considerable quantity of locked-up 
fluid can generally be released; (2) Morrison’s pouch; 


(3) the pelvis and the right paracolic gutter; and 
(4) the space between the splenic flexure and the 
diaphragm. The peritoneal cavity was drained in 54 
cases. There were 17 deaths in this series. 

It was interesting to note that of 43 patients in the 
age group under 4o, there was but 1 death; of 57 
patients over the age of 40, there were 16deaths. There 
were 12 deaths among the men and 5 among the 
women. Thus, while the percentage of cases in 
women was 12 per cent of the total, 29 per cent of the 
deaths were among the women. Of the total number 
of 17 deaths, 5 occurred among patients with gastric 
ulcers. 

Of the 83 patients who left the hospital alive after 
the operation, 13 were lost to follow-up, and of the 70 
who attended the follow-up clinic, only 10 were 
available for study 5 or more years after operation. 
During the time of attendance in the follow-up 
clinic, 38 patients were found to have a recurrence 
of symptoms. Many of the symptoms manifested 
themselves during the first year. Ten of the patients 
required a second operation—in 1 case because of a 
second perforation of a duodenal ulcer after an inter- 
val of 4 years and 3 months. The remaining 9 sec- 
ondary operations were performed because of symp- 
tomatology which presented itself despite medical 
management. There were 2 postoperative deaths 
among this latter group of 9 patients. 

The findings of this investigation provide no jus- 
tification for supplementing suture of a perforation by 
either gastroenterostomy or partial gastrectomy as 
an initial procedure. The proportion of cases even- 
tually requiring secondary operations is in the region 
of roto 15 percent. Samuet J. Focetson, M.D. 


Limbosch, J.: Factors in the Diminution of the 
Mortality Rate in Acute Intestinal Obstruc- 
tions (Facteurs de diminution de la mortalité dans 
— intestinale aigué). Acta chir. belg., 1946, 
45: 05. 

The remarkable reduction in the mortality rate 
in acute intestinal obstruction in the past 40 years 
can be ascribed to the early and precise diagnosis 
made with the aid of roentgenology; the better pre- 
operative preparation of the patient with restitution 
of his normal metabolic status as regards fluids, 
salts, carbohydrates and albumins; a better planned 
operation without any resemblance to the old ex- 
mt methods; and, finally, better after care of 
the patient. 

The Miller-Abbott tube will relieve many patients 
completely without operation. This tube together 
with the intratracheal tube anesthesia during opera- 
tion will protect the patient against many hazards, 
and the tube in the duodenum will protect the pa- 
tient from postoperative vomiting, distention, and 
acute gastric dilatation. A Witzel fistula is preferred 
to cecostomy, and the transverse colon is preferred 
for this operation if practicable. 

If an intestinal anastomosis has been done, food 
is withheld for 48 hours. The fluid and nutritive 
requirements, however, are maintained intrave- 
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nously with 1 part normal saline solution and 4 parts 
of 50 per cent glucose with perhaps the addition of 
plasma in shock or of blood in anemia. 

Postoperative pulmonary complications consist 
chiefly of atelectasis. For combating this condition 
the following are used: aspiration of ‘the bronchial 
mucus at the end of the operation, suppression of 
postoperative vomiting by means of the Miller- 
Abbot tube, the ‘“‘stir up’’ regime which consists of 
inducing the patient to cough, forced inspiration 
each hour under liberal administration of analgesics, 
and finally, the avoidance of any tight dressing 
about the base of the thorax. 

However, if the atelectasis has developed the 
patient is turned upon his good side and struck 
vigorously over the atelectatic area with the fist, as 
though to “empty the bottom of a bottle of Joghurt.” 
The bronchoscope may be used to aspirate mucus 
in massive cases of atelectasis. Expectorants, such 
as ammonium carbonate (15 gr. every hour) may 
be administered. 

Venous thrombosis, especially at the level of the 
veins of the leg, is guarded against by encouraging 
the patient to move his legs and to contract the 
muscles of his calves frequently. However, if the 
thrombosis is established it is combated by the 
intravenous administration of heparin to the point 
where the bleeding time is lengthened to 15 or 20 
minutes. As an analgesic, novalgine given subcuta- 
neously is preferred to morphine. 

Joun W. BRENNAN, M.D. 


Tiscenco, E.: Subacute Volvulus of the Terminal 
Ileum. Brit. J. Radiol., 1946, 19: 243. 


The author records the radiological appearance of 
an intermittent subacute volvulus of the terminal 
ileum, which without detailed study might have 
been mistaken for true stricture. . 

The patient was a man of 50 years who for 2 
months had had attacks of violent intermittent 
abdominal pain lasting several days at a time and 
accémpanied by diarrhea, pain in the right iliac 
fossa, and loss of weight. He had vomited brownish 
fluid on only 1 occasion. Before admission diarrhea 
had persisted for 2 weeks. There was no abdominal 
rigidity, tenderness, or palpable mass, and no fever. 
Stool culture showed normal intestinal flora. 

With a barium enema the colo. filled normally 
except for slight rotation and spastic deformity of 
the medial aspect of the cecum. At first the terminal 
ileum did not fill but after much manual manipula- 
tion a momentary dripping of barium occurred into 
an inch long segment of narrowed distal ileum. Only 
a few drops passed with each repeated maneuver, 
and sudden intermittent contractions of the nar- 
rowed segment were seen which forced these drops 
onward into a distended proximal ileal segment. 
Prominent longitudinal folds were seen in the 
widened segment and followed distally in spiral 
course into and through the kinked, ribbonlike, 
narrowed terminal portion, the configuration of 
which could not be changed by compression. Double 
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contrast relief views (well illustrated) brought out 
this pattern well, the appearance being character- 
— of that seen in the axial twisting of an intestinal 
oop. 

The barium meal showed delay in passage of ma- 
terial through the ileocecal junction, although there 
was now partial unfolding of the previously nar- 
rowed segment. Preservation of contractility, the 
smoothness of the lumen, the integrity of the rugal 
folds, and the continuity of the latter along the 
spiral, together with the spontaneous unfolding of 
the most twisted segment after the oral administra- 
tion of barium, did not suggest malignancy or in- 
trinsic inflammatory stricture, but an abnormal 
rotational phenomenon probably secondary to ex- 
tensive local adhesions. 

Operation confirmed this impression. The terminal 
6 to 8 inches of ileum were found to be unduly coiled, 
involved in many adhesions, and with a deficient 
mesentery; that of the proximal colon was also 
found to be deficient. The cecum was trapped within 
a large mesenteric gap in the ileocecal angle. The 
adhesions were cut, the mesentery was repaired, and 
partial ileocolectomy with ileotransversostomy was 
done. The patient made an uneventful recovery. 

The author believes that the incomplete state of 
third stage rotation manifested by the absence of 
proper fixation predisposed to an abnormal rota- 
tional effect on the ileocecal connection, especially 
during overloading of the proximal colon, and that 
the adhesions to the terminal ileum with scarring of 
its defective mesentery and resultant persistent 
curling of the distal segment were an additional pre- 
disposing factor which, when the part was intermit- 
tently subjected to further torsion during abnormal 
contractions of the affected loop, led to pivotal trac- 
tion falling just below the ileocecal junction, and 
thus produced intermittent subacute volvulus. 

-Donatpson, M.D. 


Norris, W. J.: Appendicitis in Children. Review 
of 1,000 Cases Taken from the Records of the 
Children’s Hospital, Los Angeles. West. J. Surg., 
1946, 54: 183. 

The cases of appendicitis in children assembled for 
study were consecutive and covered the period from 
1924 to 1944. No attempt was made to segregate 
private from ward patients as the number of private 
patients was relatively small. The essential facts of 
the study are presented as follows: 

The youngest patient was 4 months old, and the 
oldest, 16 years and 6 months, which makes the 
average age of the patients 8 years and 8 months; 
512 patients were males and 488, females. 

The complaints and findings in order of frequency 
were abdominal pain in 94 per cent, nausea or vom- 
iting in 85 per cent, fever in 70 per cent, constipation 
in 13 per cent, and diarrhea in 9 per cent. The rest 
of the findings occurred in a little more or less than 
I per cent of the cases and were as follows: chills, 
headache, malaise, sore throat, blood in stools, uri- 
nary frequency, pain on urination, dizziness, faint- 
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ing, weakness and nervousness, walking with limp, 
pain in the right leg, and holding the right leg flexed. 

The longest duration of the symptoms prior to 
admission was 4 years, and che shortest, 2 hours, 
making the average duration 11.28 days. However, 
the longest duration of 4 years was not used in com- 
puting the average duration. 

The maximum temperature encountered was 
109.0°F., and the minimum temperature, 97.0°F., 
the average temperature at admission being 100.7°F. 

The average number of days until the tempera- 
ture returned to normal among the elective cases 
was 3.24 days; among the acute cases without per- 
foration, 4.06 days; and among the acute cases with 
perforation, 8.64 days. 

The highest white blood count was 60,000 and 
the lowest, 3,100, the average being 16,700. 

Acetone was found in the urine in 53.3 per cent of 
all the cases. 

The findings on abdominal examination accord- 
ing to frequency were: tenderness in the right lower 
quadrant in 989 cases; rigidity in the lower abdo- 
men, 681; rebound tenderness, undoubtedly present 
more frequently but mentioned only in 221; disten- 
sion, 62; scaphoid abdomen, 12; tenderness more on 
the left side than on the right, 7; hyperesthesia over 
the right rectus, 4; and distended bladder, 2. 

The incisions used were the right rectus incision, 
495 cases; McBurney incision, 275; and midline in- 
cision, 12. In 218 cases the incision was not men- 
tioned. 

In 1924 the types of incisions were the right rectus 
incision in 5 cases (62.5%), and the McBurney in- 
cision in 3 (37.5%). In 1934 the types were the 
right rectus incision in 33 cases (71.7%), the Mc- 
Burney incision in 9 (19.5%), the midline incision in 
3, and in 1 case it was not mentioned. In 1944 the 
types were the right rectus incision in 14 cases 
(27.4%), the McBurney incision in 35 (68.6%), and 
the midline incision in 2. 

The complications encountered in order of fre- 
quency were wound abscess in 33 cases, pneumonia 
in 19 with 8 deaths, pelvic abscess in 18, intestinal 
obstruction in 12 with 3 deaths, otitis media in 8, res- 
piratory infection in 6, atelectasis and fecal fistula in 
4 each with 1 death in each group, tonsillitis in 4, 
rhinopharyngitis in 3, diarrhea, chickenpox, measles, 
jaundice and intra-abdominal abscess in 2 each and 
pulmonary edema, intussusception, fecal impaction, 
scarlet fever, skin rash, blood in urine, cervical ade- 
nopathy, chill, pulmonary tuberculosis, abscess in 
the right thigh, toxic neuritis, herpes of the cheek 
and bleeding from the wound in 1 case each with 
death following the pulmonary edema and the in- 
tussusception. 

The overall mortality was 32 or 3.2 per cent. 
There were no deaths among the elective cases. 
Among the 87 subacute cases there was 1 death 
(1.15%) and among the 667 acute cases there were 
31 deaths (4.65%). 

The number of acute cases with no perforation was 
416, and death occurred in 4 of these (0.96%). The 
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number of acute cases with perforation was 251, and 
death occurred in 27 (10.76%). 

The deaths in the subacute, acute, and perforated 
cases for the 5 year periods were as follows: 


Percentage 


Acute 20 years 


Period | Subacute 


Perforated | Total 


1924-1929 


1930-1934 


1935-1939 


1940-1944 
Total | 


Elective appendectomy was done in 246 cases or 
24.6 per cent of the total. The number of elective 
cases substantiated by the pathologic diagnosis was 
211 (85.77%). 

The 4 deaths (0.96%) among the 416 cases diag- 
nosed as acute appendicitis without perforation 
were as follows with regard to the 5 year periods: 


Period 


Number of 
cases 


Number of 
deaths 


Mortality 
per cent 


1925-1929 


6.06 


1930-1934 


1935-1039 


1940-1044 0.00 


The 27 deaths (10.76%) which occurred among 
the 251 cases diagnosed as acute appendicitis with 
perforation were divided as follows with regard to 
the 5 year periods: 


Number of 
cases 


Mortality 
Period per cent 


1925-1929 


1930-1934 


1935-1939 


1940-1044 


The shortest duration of the symptoms in the 
acute cases with perforation which ended in death 
was 24 hours, and the longest 10 days, the average 
being 4 days. The youngest patient was 5!4 months 
and the oldest 101% years, the average being 5 plus 
years. There were 2 deaths among the patients 9 
years of age or older, and 25 among those under 9 
years of age. 

The mortality of the perforated cases for the 5 
year periods was as follows: 


Mortality 


Period per cent 


The right rectus incision was used in the fatal 
cases of perforated appendicitis as follows: from 1925 
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to 1929, in 75 per cent of the cases; from 1930 to 
1934, in 93 per cent; from 1935 to 1939, in 60 per 
cent; and from 1940-1944, in 25 per cent. 

The author’s conclusions are as follows: 

Delay in hospitalizing patients was the greatest 
cause of the mortality and morbidity in the cases 
reported. 

Delay in diagnosis after hospitalization was a fac- 
tor in increasing the mortality rate. 

Delay in operative treatment contributed to the 
increased mortality. 

The introduction of sulfa drugs has done more 
than any other single factor to reduce the mortality 
rate, because it has apparently eliminated death 
from postoperative pneumonia, which was the most 
common cause of death before 1939. 

In the treatment of patients with acute appendi- 
citis, Wangensteen suction, adequate fluids, and 
electrolytes, together with transfusion, or serum 
when indicated, have become indispensable. 

Drainage through a McBurney incision has ap- 
parently played a role in reducing the mortality rate. 

Ernest E. ARNHEIM, M.D. 


Hultén, O.: Prolapse of the Rectum in Adults (Uber 
Prolapsus recti bei Erwachsenen). Acta chir. scand., 
1945, 93: 194. 

Although the European literature contains nu- 
merous articles on the treatment of rectal prolapse in 
children, little has been written, except by Russian 
authors, on rectal prolapse in adults. 

Rectal prolapse should be considered as a hernia- 
tion produced at times by a sudden intra-abdominal 
force, but more generally it occurs gradually. The 
fossa of Douglas under downward pressure gradually 
pushes into the anterior rectal wall, the anal sphinc- 
ter gives way, and a hernial sac containing the lower 
portion of the fossa of Douglas results. It is of im- 
portance, both from a theoretical and practical view- 
point, to differertiate between a prolapse of the rec- 


Fossa Douglasi 


ih 


Fig. 1. Schematic diagram of prolapsed rectum which 
shows the fossa of Douglas protruding deeply down into 
the anterior part of the prolapse. Two arrows indicate the 
groove which is found in prolapse of the rectum but absent 
in prolapse of the anus. 
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tum and a prolapse of the anal mucosa. In the for- 
mer condition there is a fold several centimeters 
deep which may be felt with the finger between the 
anus and the prolapse; this is not present in a simple 
prolapse of the anal mucosa. The treatment of choice 
is to obliterate the fossa of Douglas by a laparotomy 
incision rather than employ the usual perineal oper- 
ation; thus the cause of the prolapse rather than the 
effect is treated. 

The perineal operations are of three types: (1) 
narrowing of the anal ring; (2) fixation of the rectum 
to the sacrum or coccyx; and (3) resection of the en- 
tire prolapse (Mikulicz operation). Although these 
may be employed for anal prolapse, they are not 
practicable for rectal prolapse, which should be han- 
dled through a laparotomy incision. The chief meth- 
ods of operation by the intra-abdominal approach 
are as follows: (1) obliteration of the fossa of Doug- 
las alone; (2) obliteration of the fossa with fixation of 
the pelvic colon; and (3) obliteration of the fossa 
with resection of the sigmoid flexure and temporary 
iliac anus. The third operation is generally employed 
by the author. The fossa, which is lined by tough 
edematous folds of peritoneum, is freed and the her- 
nia is reduced. Cauterization of the endothelium is 
employed to insure obliteration, and silk sutures 
made in purse-string fashion are employed through 
the rectal serosa and the posterior portion of the 
bladder or vagina. The pelvic colon and the sigmoid 
flexure may be fixed posteriorly ina similar fashion. 
In addition, the author usually performs a resection 
of the sigmoid flexure as in the Block-Mikulicz oper- 
ation. The double tubed preternatural anus is 
closed in the usual manner after 1 or 2 weeks. 

The author operated on 6 patients with no recur- 
rence of the prolapse; 2 were inmates of a mental hos- 
pital who postoperatively made every effort to bring 
about a recurrence of the prolapse without success. 
Four were elderly women who had had a prolapse for 
years; none had postoperative prolapses. In none of 
the 6 cases was the efficiency of the anal sphincter 
impaired. The author considers all these factors as 
evidence of the efficacy of the operative method out- 
lined by him. Pare B. Caase, M.D. 


Mahorner, H.: Restoration of Continuity after Re- 
section of the Rectum. Aun. Surg., 1946, 123: 866. 


Although the Miles abdominoperineal resection is 
the most widely used operation for carcinoma of the 
rectum, there has been a concerted effort in the past 
several years to revive and devise operations which 
will preserve the continuity of the rectum and 
sphincter control. The Hochenegg pull-through op- 
eration or one of its modifications has been revived 
recently in 2 large series of cases, those of Mandl and 
of Babcock and Bacon. However, the author be- 
lieves that for lesions as low as 5 cm. from the ex- 
ternal anal outlet, an anterior resection and anas- 
tomosis can be performed. 

The technique described in this article is essen- 
tially that of Dixon. Through the abdominal ap- 
proach, once the lateral ligaments of the rectum are 
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Fig. 1 


Fig. 1. Attachment of the sigmoid to the rectum after 
mobilization of the rectum for removal of a growth partially 
below the peritoneal reflexion. Lesions at this level can be 
brought up surprisingly high when all attachments of the 
rectum are freed down to the levator ani muscles. 

Fig. 2. Mobilization of the rectum in an abdominoischial 
resection of the rectum for extremely low rectal growths. 
The rectum may be freed without first ligating the rane 
hemorrhoidal artery. This is done to preserve a better blood 
supply to the upper segment. 

Fig. 3. The ischial portion of an abdominoischial resec- 
tion. An incision is made over the ischial fossa and is ex- 
tended through the levator ani muscles on one side. The 
rectum is delivered and is removed to leave a stump only a 
few centimeters proximal to the anus. The superior hemor- 
rhoidal artery is ligated high at a level which will not com- 
promise the blood supply to that area of the sigmoid which 
may be anastomosed without tension. (Courtesy of J. B. 
Lippincott Co.) 


cut, the rectum may be drawn out and up amazingly 
high so that the growth bearing segment may be 
delivered even outside of the abdominal wound 
(Fig. 1). In most cases a Furniss clamp can be ap- 
plied and the growth bearing loop removed. If the 
use of this clamp is unhandy because of compro- 
mised space, a Parker-Kerr technique can be used for 
the anastomosis. 

Although the author has not done an open anasto- 
mosis, he is aware of the fact that it can be done 
satisfactorily. Rather than construct a complemen- 
tary colostomy, he prefers a catheter enterostomy in 
the sigmoid proximal to the anastomosis. A colos- 
tomy may be an advantage in poorly prepared or 
partially obstructed colons. 

Pathological studies in the past 10 years have sup- 
ported the clinical impression that carcinomas of the 
rectum metastasize upward or laterally, but not 
downward. This fact lends support to the thesis that 


Fig. 2 


if the sphincter can be preserved, there will be no 
compromise in the’end result. For those lesions with 
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the lowest level below 8 cm. above the anal outlet, it 
still may be feasible to remove the segment contain- 
ing the growth and preserve the sphincter by the 
original Hochenegg technique or its modification by 
Babcock and Bacon. One case is reported in which a 
low anastomosis was made possible by an abdomino- 
ischial resection. After the sigmoid was freed by 
abdominal dissection, an incision was made over the 
ischial fossa and extended through the levator ani. 
The rectum was brought up through the incision and 
an anastomosis effected through this posterior in- 
cision. 

What significance the preservation of the sphincter 
will have on the recurrence rate is not yet deter- 
mined. If the mortality rate is tremendously in- 
creased with a greater evidence of recurrences fol- 
lowing partial resection of the rectum, the operation 
will again be abandoned in favor of the Miles oper- 
ation. Even if recurrences are only slightly more 
common, the author believes that preservation of 
the sphincter may still be justified when surgical 
judgment considers the value of restitution to nor- 
malcy a premium as compared with preservation of 
life with a colostomy. Harotp LaurMan, M.D. 


Boehme, E. J., and Cattell, R. B.: Cancer of the 
Rectum. A Discussion of Preoperative Prepa- 
ration, Postoperative Complications, and Co- 
lostomy Management. Surg. Clin. N. America, 
1946, 26: 564. 

If there is a lapse in the time between the decision 
to operate on the patient with cancer of the rectum 
and his entry into the hospital, he is given a high 
caloric, high vitamin, and high protein diet and is 
instructed to take from 9 to 12 gm. of sulfasuxidine 
daily in divided doses, starting 4 or 5 days before 
entering the hospital. 

If distention is present, an immediate roentgeno- 
logical study must include a flat plate and occasion- 
ally a lateral plate of the abdomen. If there is only 
moderate distention of the colon and the patient is 
passing some stool and gas by rectum it may be pos- 
sible to prepare and decompress the bowel cautiously 
with high colonic irrigations and small doses of mag- 
nesium sulfate. If the distention is severe, it will be 
mostly in the colon, and operative decompression 
by either cecostomy or a first-stage Lahey operation 
must be carried out. If, in addition, small bowel 
distention is shown on the film, a Miller-Abbott tube 
should be introduced with a stilet under fluoroscopic 
vision and decompression carried out to the distal 
ileum before any operation is performed to decom- 
press the colon. 

Patients with nonobstructing lesions are given 114 
or 2 oz. of 50 per cent magnesium sulfate solution. 
Following evacuation of the bowel the colon is irri- 
gated twice daily for 2 days prior to operation. The 
sulfasuxidine is also continued until the day of opera- 
tion. The final preparation for operation is the inser- 
tion of an indwelling bladder catheter. 

After operation the colostomy should project at 
least 11% inches above the skin level. It should be 


located in the left midrectus and be from 1 to 2 
inches below the level of the umbilicus. 

On the evening of the first postoperative day the 
colostomy should be decompressed. A well lubri- 
cated, soft, No. 14 French catheter is inserted into 
the bowel for its full length, if possible. The clamp 
is then reapplied to the bowel edges half way across 
the lumen and the dressing is replaced. On the 
fourth postoperative day the dressing about the 
colostomy is separated down to the skin for the first 
time. The clamp is removed and the catheter is 
withdrawn. No matter how soiled the gauze dress- 
ing adjacent to the exteriorized bowel, it should not 
be removed before the fourth day since it is one of 
the factors in preventing retraction of the colostomy. 
Care of the skin after the first dressing consists only 
of simple soap and water cleansing whenever it is 
soiled. The sutures are covered by a loose gauze 
dressing. Vaseline strips, salves, pastes, powders, 
and so forth, are absolutely contraindicated. On the 
fifth postoperative day the patient is given 2 drams 
of milk of magnesia every hour for 5 hours. The 
first colostomy irrigation should be done on the 
seventh day. An enema of 1 or 2 quarts of warm 
water or soapy water is given through a small cathe- 
ter inserted as far as possible into the bowel. On 
the sixth day the posterior irrigations should be 
started and done twice daily by inserting a soft 
catheter well up into the posterior space and irri- 
gating with a few ounces of the solution. This 
solution for irrigation is made by adding 1 dram of 
3.5 per cent iodine solution to a quart of sterile 
water. If the drainage from the posterior wound is 
purulent, an 0.8 per cent solution of sulfanilamide is 
used. After the patient is ambulatory, hot sitz baths 
should be taken twice daily until all drainage ceases. 

Colostomy bags or other apparatus are not worn. 
The most satisfactory means of covering the colos- 
tomy is a small gauze dressing or absorbent paper 
held in place with a 6 inch wide elastic belt. Ao 
inch square of “‘oiled silk” cloth is placed over the 
pad to protect the belt. | Josepa K. Narat, M.D. 


Lahey, F. H.: Selection of Operation and Tech- 
nique of Abdominoperineal Resection for Car- 
cinoma of the Rectum. Surg. Clin. N. America, 
1946, 26: 528. 

The author sounds a warning against the growing 
tendency to treat carcinoma of the rectum by opera- 
tive procedures which attempt to preserve the anal 
sphincter. One should attempt to accomplish but 
one objective: to cure the greatest number of people 
with cancer of the rectum, and this is done best by 
the most aggressive approach to the problem. This 
demands the removal of the greatest amount of 
bowel tube, the greatest number of adjacent lymph 
nodes, and the greatest block mass of adjacent blood 
vessels. Any operation concerned with preservation 
of the sphincter must compromise one or more of 
these factors. 

A follow-up study of 1,800 cases of carcinoma of 
the rectum showed a 5 year nonrecurrence rate of 90 
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per cent among the patients with no gland metas- 
tases, no adjacent structure metastases, and no blood 
vessel invasion; of 37 per cent among those with only 
gland invasion; of 30 per cent among those with 
gland and adjacent structure invasions; and of 14 per 
cent among those with blood vessel invasion. 

The selection of operation should require only a 
decision as to whether an abdominoperineal resection 
of the lesion should be done in one stage or two 
stages. The two stage resection, described by the 
author in 1935, is now reserved for patients who are 
unsatisfactory risks for the one stage procedure be- 
cause of associated infection, technical difficulties, 
or a poor general condition. 

The limitations of operability for carcinoma of the 
rectum or rectosigmoid are discussed. The presence 
of a limited number of metastases in the liver alone 
should not contraindicate a palliative removal. In- 
volvement of the uterus, prostate, and bladder need 
not signify inoperability, but lateral fixation of the 
rectum in the pelvis is usually associated with a le- 
sion that is not removable. 

The technical steps for abdominoperineal resec- 
tion of rectal cancer are described in detail with 
many helpful suggestions gleaned from the author’s 
wide experience. Fractional spinal anesthesia and 
the long left rectus incision are preferred. After 
determination of operability the sigmoid is mobil- 
ized. The left ureter is then mobilized outward to 
avoid injury during ligation of the mesenteric root. 
The parietal peritoneum is reflected by dissection 
and the rectum is mobilized. After careful high 
ligation and division of the mesentery the colon is 
divided at the junction of the descending colon and 
the sigmoid, which permits removal of the entire 
sigmoid with all of its mesentery. The distal cut end 
of the bowel is ligated before division, covered with a 
rubber dam, and placed deep in the pelvis. The 
pelvic peritoneal diaphragm is then reconstructed 
which eliminates all apertures. The colostomy is 
sutured into the wound and the wound is closed. 
The perineal resection is then carried out with the 
patient in the lateral position. After removal of the 
bowel all oozing is controlled and a small posterior 
cigarette drain is inserted before the skin incision is 
closed. Gauze packing is avoided. 

Some of the essential features for the making and 
satisfactory management of the colostomy are in- 
dicated. 

The author’s mortality for combined abdomino- 
perineal resection of rectal and rectosigmoid car- 
cinoma for the past 4 years has been 3.8 per cent 
with an operability rate of 83 per cent. The 5 year 
nonrecurrence rate in the entire series of 1,800 pa- 
tients was 50 per cent. Epwarp W. Grsss, M.D. 


Bacon, H. E.: Abdominoperineal Proctosigmoidec- 
‘tomy for Cancer of the Rectum. Conclusions 
Based on 5 Years’ Experience. Am. J. Surg., 
1946, 71: 728. 

An extensive report is made of a series of 461 cases 
of cancer involving the anus, rectum, and pelvic 


colon, with particular emphasis on the results ob- 
tained with the technique of proctosigmoidectomy, 
as advocated by Babcock in 1932. This procedure 
is a modification of the original Hochenegg pull- 
through operation. The operability rate was 91.9 
per cent. Radical extirpation was performed in 371 
patients, a resectability rate of 80.4 per cent. The 
mortality from resection was 6.1 per cent. 

This method of operation was undertaken because 
of the fact that the spread of metastasis from car- 
cinoma of the rectum is essentially upward and 
lateral, while the inferior zone of spread is relatively 
unimportant. Serial sections made 2, 4, and 6 centi- 
meters below resected growths reveal only an occa- 
sional instance of malignancy 6 centimeters below 
the tumor. Since 80 per cent of cancers involving the 
distal loop are relatively high in the rectum, the 
author does not feel that sacrifice of the sphincter 
musculature is indicated in most cases. Preservation 
of the sphincter does not jeopardize the radicability 
of the operation. 

Preoperative preparation is described in detail, 
with emphasis on the restoration of the fluid, caloric, 
nitrogen, and electrolytic balance. Preparation with 
succinylsulfathiazole or with phthalylsulfathiazole is 
carried out for 5 days prior to operation. Five 
hundred cubic centimeters of whole blood, supple- 
mented by glucose and saline solution, are adminis- 
tered during the operation. 

The procedure consists of freeing the sigmoid colon 
of its peritoneal attachments, ligating the hemor- 
rhoidal vessels, and carrying the dissection down 
into the pelvis, severing the suspensory ligaments. 
The patient is then placed in an inverted position 
and the rectum is packed loosely with antisepticized 
gauze. A purse-string suture is placed around the 
anus, and the skin is incised circularly close to the 
opening. The sphincter muscle is identified, split in 
the midline posteriorly, and retracted. The fascia 
propria is incised and traction is made on the bowel, 
placing the levator ani muscles on the stretch. The 
levators are clamped high, severed, and ligated. The 
line of cleavage between the rectum and prostate is 
followed until the base of the bladder and the semi- 
nal vesicles come into view. In the female the recto- 
vaginal septum is separated, usually by blunt and 
gauze dissection. Once mobilization is complete, the 
rectum and lower sigmoid are drawn through the 
perineal wound and the margin of viability is noted 
by a previously placed black silk stitch. A curved, 
perforated metal drain is inserted posteriorly along 
the sacrum and allowed to remain for the first 48 
hours. The extruding bowel is cut off at a point at 
or above viability, allowing 5 to 7 centimeters to 
extrude. A rubber tube is then tied in the lumen to 
be removed on the third or fourth postoperative day 
at the time of the first bowel movement. 

Close attention is paid to the postoperative details 
of maintaining an adequate protein level, and fluid 
and chemical balance. Succinylsulfathiazole is given 
in suspension every 4 hours as soon as the patient is 
able to tolerate liquids by mouth postoperatively, 
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usually on the third or fourth postoperative day. 
The presacral wound heals in about 3 weeks. Preser- 
vation of the sphincter musculature has offered con- 
tinence in approximately 95 per cent of cases. Be- 
tween go and gs per cent of patients are able to carry 
out their daily occupations without inconvenience. 
Haroip LAurMan, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Mirizzi, P. L.: Calculus Perforating Cholecystitis. 
Biliointestinal fistula (Colecistitis perforada cal- 
culosa. Fistulas biliointestinales). Prensa med. ar- 
gent., 1946, 33: 387. 

In 12 of 1,300 primary operations on the biliary 
passages perforation was discovered. In ro of these 
cases the perforations were completely covered by 
adhesions and the process was subacute or chronic. 
Of the cases 70 per cent occurred in women, and 50 
per cent of the patients were in the fourth decade. 
Ninety per cent of the cases presented signs of peri- 
toneal irritation; obesity was seen in 50 per cent, a 
tumor mass was palpable in 70 per cent, and jaun- 
dice was found in 50 per cent. In 20 per cent func- 
tional disturbance of the sphincter of Oddi was found 
by cholangiography in the course of the operation. 
The perforations were covered by liver in 40 per cent 
of the cases, by omentum in 30 per cent, by the 
duodenum in 20 per cent, and by the colon in 10 
per cent. 

The pathogenesis was considered to be due to an 
inflammatory process, except in 2 cases in which dis- 
turbances in the sphincter of Oddi were demonstrated. 
The cystic duct was occluded in all of the cases. 

The diagnosis of perforation was suspected in some 
of the cases. A tentative diagnosis of perforation was 
made from local symptoms, such as a palpable mass, 
tenderness, frequent recurrence of pain, and sys- 
temic symptoms such as fever, leucocytosis, and high 
sedimentation rate. 

Surgery was the treatment of choice in all cases. 
Cholecystectomy was done in 50 per cent and chole- 
cystotomy in 20 per cent. A postoperative complica- 
tion in the form of subphrenic abscess occurred in 10 
per cent of all operative cases. 

A study of the frequency of biliointestinal fistula 
revealed that it was 3 per cent in 1,300 cases oper- 
ated on for gall stones. Fistula occurs more common- 
ly in the first portion of the duodenum, next in fre- 
quency in the colon, and then in the stomach. The 
condition is seen more frequently in the female, 80 
iat cent of all the cases occurring in women. Estab- 

ishment of the fistula produces a transient improve- 
ment in the condition, for the gall bladder rids itself 

of its septic contents. Later the patient may have a 

relapse if the fistulous tract closes. 

The diagnosis is rarely suspected from clinical ob- 
servation and is more commonly made from roent- 
genograms or at laparotomy. 

The treatment is entirely surgical. 

ARTHUR F. M.D. 
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McLaughlin, E. F.: Choledochus Cyst. Ann. Surg., 
1946, 123: 1047. 

A case of rare choledochus cyst is reported. The 
condition is the result of maldevelopment of the 
common bile duct. Obstruction, partial or com- 
plete, is nearly always the mechanism responsible 
for the onset of the difficulties. Trauma and in- 
flammation must be considered as exciting factors. 
Disproportionate growth of one part of the altered 
biliary tract may, result in torsion and narrowing of 
the passageways. 

Choledochus cyst occurs more often in the female 
than in the male, and more often in children than in 
adults. Abdominal pain, a tumor mass, and jaundice 
are the outstanding features of the condition. 
Roentgenological studies contribute more accurate 
information than any other artificial aid. Liver 
function studies sometimes are of value, and tests for 
jaundice are at times a definite help. 

A choledochus cyst may never become clinically 
evident. When blockage has occurred, however, the 
course is progressively downgrade, and death even- 
tually ensues. If the obstruction is relatively acute, 
cyst rupture and peritonitis may result. If it is less 
acute, high intestinal obstruction or a progressive 
jaundice with liver damage and general toxemia may 
cause death. 

The treatment is obviously surgical, and has not 
been too successful. 

In the diagnosis of the author’s case, x-rays were 
extremely helpful: they directed attention to the 
biliary tract, revealed a “nonfunctioning gall blad- 
der,”’ outlined the cyst in views taken from various 
positions, demonstrated the relation of the cyst to 
the gastrointestinal tract, and revealed the presence 
of gas in the gall bladder above the cyst. The latter 
finding strongly suggests the diagnosis. 

SAMUEL Kaun, M.D. 


Ferrandu, S.: Cancer of Vater’s Papilla (I carcinomi 
della papilla di Vater). Arch. ital. mal. app. diger., 
1944, 12: 3. 

Three cases of carcinoma of Vater’s papilla are re- 
ported by the author. One tumor was located in the 
distal portion of Wirsung’s duct, the second in the 
ampulla, and the third in the terminal portion of the 
common duct. 

Cholelithiasis is not considered a factor by the ma- 
jority of authors, but heredity and trauma are re- 
ceiving more attention as being of importance in the 
genesis of this condition. 

Jaundice of oscillating character is found in the 
majority of cases. Pain is recorded in approximately 
one-third, vomiting in one-fourth, and diarrhea in 
one-sixth of all the cases. Other important symptoms 
are constipation, and loss of weight and strength. An 
enlarged gall bladder was found at autopsy in 88.8 
per cent of the cases but can be demonstrated by 
cholecystographic methods in vivo in only 49.9 per 
cent of the cases, the discrepancy being due to me- 
teorism or ectopy of the gall bladder, factors which 
interfere with roentgenological studies. 
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As to the histogenesis, the following varieties may 
be distinguished: (1) cancer involving all the struc- 
ture of the papillary and peripapillary region, (2) 
cancer involving the papillary and peripapillary re- 
gion, but not the duodenal mucosa, (3) primary can- 
cer of the terminal portion of the common duct, (4) 
primary cancer of the terminal portion of the duct of 
Wirsung, (5) primary cancer of the mucosa of Vater’s 
papilla, and (6) primary cancer of the mucosa of 
Vater’s ampulla. 

According to statistics, 14 per cent of the patients 
were alive a year after palliative intervention, 31 per 
cent after papillectomy, 26 per cent after duodeno- 
pancreatectomy and reimplantation of the common 
duct, and 30 per cent after duodenopancreatectomy 
and ligation of the common duct and pancreatic 
ducts after preliminary cholecystogastrostomy. 

In order of descending frequency the following or- 
gans are the site of metastases: the regional lymph 
glands, liver, lungs, perirenal lymph glands, peri- 
toneum, kidneys, gall bladder, thoracic duct, and 
supraclavicular lymph glands. 

If possible, a transduodenal papillectomy with ex- 
cision of the adjoining portion of the duodenum is 
indicated. Duodenopancreatectomy with reimplan- 
tation of the common or pancreatic duct is a more 
radical but also more traumatizing procedure and 
carries with it a mortality of 60 per cent and a clin- 
ical cure of 26 per cent. Duodenopancreatectomy 
with ligation of the pancreatic duct and common 
ducts after preliminary cholecystogastrostomy car- 
ries with it a 20 per cent operative mortality and a 
clinical cure of 30 per cent. X-ray therapy is prac- 
tically useless. JosepH K. Narat, M.D. 


Comfort, M. W., Gambill, E. E., and Baggenstoss, 
A. H.: Chronic Relapsing Pancreatitis; A Study 
of 29 Cases without Associated Disease of the 
Biliary or Gastrointestinal Tract. Gastroenterol- 
ogy, 1946, 6: 239, 376. 

On the basis of analysis of the clinical, clinico- 
pathological and pathological data on a series of 29 
cases of chronic relapsing pancreatitis without as- 
sociated disease of the biliary or gastroduodenal 
tracts of a degree sufficient to influence the clinical 
picture, the following conclusions are drawn: 

1. Chronic relapsing pancreatitis appears to 
represent the summation of repeated attacks of 
acute interstitial pancreatitis or repeated sublethal 
attacks of so-called acute hemorrhagic pancreatitis, 
or a combination of the two types of pancreatitis. 
Interstitial fibrosis and residual necrosis and atrophy 
are the constant chronic changes. Regions of calci- 
fication or stone, pseudocysts, and abscess are less 
frequent but striking residua. 

2. Chronic relapsing pancreatitis character- 
istically is a disease of recurring acute exacerbations 
separated by short or long intervals of relative clini- 
cal quiescence. During the early stages of the dis- 
ease, the clinician may not be able to demonstrate 
the existence of pathological physiologic changes by 
physical or laboratory methods of examination; yet 
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the surgeon or the pathologist will be able to demon- 
strate pathological changes in the organ. However, 
later in the course of the disease, the destruction of 
the pancreas will reach the point where disturbances 
of the internal and external secretion, pancreatic 
calcification, and other sequelae will be demon- 
strable at all times. 

3. Chronic relapsing pancreatitis character- 
istically manifests itself by recurring prolonged at- 
tacks of severe pain in the upper part of the abdo- 
men, by disturbances of function of the acinar and 
islet cells, and by certain sequelae. Disturbances of 
function may be transitory and mild during the 
acute episodes before widespread anatomic destruc- 
tion has occurred. These disturbances are demon- 
strated by appropriate laboratory tests. When 
destruction of the acinar and islet cells has become 
sufficiently extensive, glycosuria and hyperglycemia, 
steatorrhea, and creatorrhea appear and persist. 
Pancreatic stones or calcification appears in roent- 
genograms of the organ, and the enlarged organ and 
cysts may be felt. 

4. The clinical picture of chronic relapsing pan- 
creatitis is due not only to disease in the pancreas 
but also to the effect of the disease on neighboring 
organs, including the stomach, duodenum, small 
bowel, liver, biliary tract, and blood vessels. The 
most striking of these sequelae are obstruction of the 
common bile duct, jaundice, hepatitis, distention of 
the gall bladder, and obstruction of the duodenum. 

5. The diagnosis of chronic relapsing pancreatitis 
should be made with a high degree of accuracy, be- 
cause of the highly characteristic clinical picture, 
including the characteristic painful exacerbations 
and the disturbances of function of the pancreas 
demonstrable during and between the acute exacer- 
bations. 

6. The treatment of choice of chronic relapsing 
pancreatitis is surgical. The results of conservative 
surgical procedures (internal or external drainage of 
the biliary tract and of pancreatic cysts, pancreato- 
lithotomy, or gastroenterostomy for duodenal ob- 
struction) are sufficiently good to warrant their 
frequent and early use. Radical surgical procedures 
(partial or total pancreatectomy) may be utilized if 
the conservative ones have failed, and then only for 
relief of persistent and disabling pain. Medical 
measures include (1) diet and replacement therapy 
(insulin and pancreatin) for the control of diabetes 
and steatorrhea; (2) drugs for the control of pain, 
and (3) supportive measures in case of shock. 


Marion, P.: The Treatment of Acute Pancreatitis 
by Infiltration of the Splanchnic Nerves (Sur le 
traitemente des pancréatites aigués par les infiltra- 
tions splanchniques). Lyon chir., 1945, 40: 315. 

Following the observations of Mallet-Guy on the 
treatment of chronic pancreatitis by unilateral 
splanchnicotomy, an attempt was made to avert the 
seriousness of acute pancreatitis by bilateral splanch- 
nic infiltration. Although this procedure produced 

a drop in the blood pressure and, therefore, was to 
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some extent contraindicated in patients already in 
surgical shock, the pain was immediately relieved 
and operative interference could be delayed until a 
more suitable time. In some cases operative inter- 
ference was not necessary and in others it was done 
to confirm the diagnosis and to institute drainage. 
The surgical treatment of acute pancreatitis carries 
a high mortality rate. 

The diagnosis of acute pancreatitis from _per- 
forated ulcer is partly confirmed when the infiltra- 
tion immediately relieves the pain. Flat films of 
the abdomen for gas are considered of essential 
diagnostic importance. Nine cases are reported in 
detail, 7 of which were submitted to exploratory 
operation under local anesthesia, and confirmed the 
diagnosis and the effectiveness of the splanchnic 
block. In 1 case splanchnic block was carried out 
at operation. 

The differential diagnosis of acute perforated ulcer 
and acute pancreatitis is discussed and mention is 
made of the fact that the absence of x-ray evidence 
of gas in the abdomen does not rule out perforated 
ulcer; yet, it is in favor of acute pancreatitis. 
Various methods of maintaining the blood pressure of 
a patient in surgical shock after local infiltration of 
the splanchnic nerves are discussed 

ADRIEN VER BRUGGHEN, M.D. 


David, V. C., and Campbell, L. K.: Experiences in 
Subtotal Resection of the Pancreas in Hypo- 
glycemia. Ann. Surg., 1946, 123: 836. 

The authors’ article deals with that group of pa- 
tients who fall into the hypoglycemic triad of Whip- 
ple [(1) fasting blood sugar below 50 mgm. per cent, 
(2) variety of nervous symptoms from weakness or 
fainting to amnesia or convulsions, and (3) relief 
of symptoms by large amounts of sugar administered 
during an attack], but in whom no adenoma of the 
pancreas is found on exploration of the abdomen. 
The authors have studied the records of 36 such 
cases, which include 3 cases in their own experience. 

In the group of patients studied, subtotal resection 
of the pancreas was performed, with a mortality of 
6 per cent and a cure of 63 per cent. The analysis 
shows that 5 patients in whom a small adenoma had 
been removed, were cured of symptoms. Of the 6 
patients in whom hyperplasia of the islets was found, 
only 3 were cured. Sixty per cent of the remaining 25 
patients, in whom a histologically normal pancreas 
was found, were relieved of symptoms. Tables 
showing the reference, age, duration of symptoms, 
operation, pathology, and the result in each of the 36 
cases, are presented. 

The authors stress the importance of massive re- 
sections of the pancreas, and point to the poor re- 
sults obtained in small resections of 8 to 28 gm., as 
contrasted with the excellent results obtained in 
some 14 cases in which 40 gm. or more of pancreas 
were removed. 

One of the authors’ cases was reported in 1935; the 
other two are reported in detail in the present paper. 
Of the 3 patients, 2 were completely cured and 1 has 


shown no improvement. In the recalcitrant case, 
three courses of massive doses of alloxan (the ureidc 
of mesoxalic acid) were given, and an almost com- 
plete pancreatectomy was performed at a second 
operation without relief of the hypoglycemia. No 
change was noted in the islet tissue resected after 
alloxan had been administered. 
Tuomas C. Dovctass, M.D. 


Dixon, C. F., Comfort, M. W., Lichtman, A. L., and 
Benson, R. E.: Total Pancreatectomy for Carci- 
noma of the Pancreas in a Diabetic Person; 
Metabolic Studies. Arch. Surg., 1946, 52: 619. 


The studies reported in this article on the effect of 
the lack of internal and external secretions of the 
pancreas in a totally depancreatized human being 
were performed as a basic study for future work on 
the problem. From the cases of pancreatectomy pre- 
sented in the literature and those in which pancrea- 
tectomy was performed at the Mayo Clinic, it would 
seem that a depancreatized adult requires from 20 to 
70 units of insulin daily during the first week or so 
after operation and’ from 25 to 40 units daily for 
maintenance thereafter. Whereas the severity of 
diabetes may be determined superficially by the 
amount of insulin needed for a given degree of con- 
trol, the tendency of persons who have diabetes 
mellitus toward the development of ketosis varies 
tremendously. 

The changes in the blood and urine during two 
periods of insulin privation of 89 hours each in the 
case of a diabetic man who underwent total pan- 
createctomy because of an adenocarcinoma, grade 2, 
(Broders’ method), were as follows:. when 440 gm. 
of carbohydrate were given, the ketonemia was 
slight and when 125 gm. were given the ketonemia 
was marked. These data with respect to the diabetic 
status before and after pancreatectomy are presented 
as a contribution to our knowledge of diabetes in 
depancreatized man. 

Total pancreatectomy did not produce diarrhea in 
spite of the large amount of fat in the stools. The 
bulkiness of the stools was reflected in abnormally 
high values for their dry weight. Fat and protein in 
the feces accounted for most of their dry weight. 

Total pancreatectomy was followed by consider- 
able reduction in digestion and absorption of protein 
and fat. About half of the ingested fat and about a 
third of the ingested protein were lost in the feces. 
The digestion of fat was surprisingly good, as only 
about a third of the fat in the feces was neutral fat. 
The absorption of calcium and phosphorus was ap- 
parently adequate in spite of the high loss of food- 
stuffs in the stools. 

Concentrated pancreatin in enteric coated tablets 
(15 with each meal or 15 gm. daily) was found to 
reduce the loss of fat and protein by approximately 
50 per cent. It also reduced the dry weight of the 
feces and altered the gross appearance of the stool. 
Concentrated pancreatin reduced the loss of calories 
sufficiently to cause the patient to gain weight slight- 
ly, rather than to lose it, over the short period of 
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study. The amounts of fat and nitrogen lost in the 
feces even when pancreatin was given were in excess 
of normal values. Although concentrated pancreatin 
in the doses given was not a complete substitute for 
external pancreatic secretion it was definitely valu- 
able in maintaining the nutrition of the patient. 

In the authors’ case total pancreatectomy was not 
followed during the 8 months of observation by a de- 
crease of the amount of glucose lost in the urine or of 
the insulin requirements or by hypolipemia and 
hepatic dysfunction indicative of a fatty liver, which 
is often the case in pancreatectomized dogs. On the 
contrary, the patient’s diabetes remained of about 
the same severity, the protamine zinc insulin re- 
quirement being approximately 4o units a day. 
Hepatic function as measured by the sulfobromo- 
phthalein test remained unimpaired throughout the 
8 months of observation, and hyperlipemia rather 
than hypolipemia appeared. The patient remained 
in good health and maintained his weight while 
taking a mixed diet plus insulin and 10 gm. of con- 
centrated pancreatin. His condition was reported as 
good 12 months after operation. 


Waugh, R.L.: Multiple Peritoneal Autotransplan- 
tation of Splenic Tissue following Traumatic 
Rupture of the Spleen. NV. England J. M., 1946, 
234: 621. 


This brief case report and review of the previously 
reported 15 cases of multiple peritoneal autotrans- 
plantation of splenic tissue in the literature eluci- 
dates the salient features known of this rare condi- 
tion. The first case in a human being was reported 
by von Kuttner in 1910, but was mistakenly thought 


to be one of accessory spleens and it was not correctly 
diagnosed until Faltin described a similar case in 


1911. Splenic tissue has since been experimentally 
implanted upon the peritoneum by several inde- 
pendent workers using dogs, rabbits, albino rats, and 
monkeys. Griffini and Tizzoni reported in 1883 that 
partial splenectomy in dogs was followed by the 
development of spleenlike nodules in the peritoneum. 
In some invertebrates the splenic tissue does not 
form a definite organ and so the author believes the 
condition is a reversal to the primitive or atavic 
state. 

Autotransplantation of splenic tissue in human 
beings has been reported only following traumatic 
rupture of the spleen. The author does not state 
whether any definite symptoms are attributable to 
the condition, and most of the cases including the 
one reported were incidental findings either at sur- 
gery or postmortem examination. The parenchy- 
matous cells of no other organ, with the possible 
exception of the uterine endometrium, may be seeded 
upon the peritoneum. The condition always occurs 
in young individuals, and the previously reported 
ages ranged from 3 to 14 years. This case occurred 
in a 37 year old individual who had had a traumati- 
cally ruptured spleen removed at the age of 32 years. 
No cases have been reported following surgical re- 
moval or spontaneous rupture of a diseased spleen. 
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The condition may be confused at surgery with con- 
genital accessory spleens or endometriomas. The 
microscopic sections in this case duplicated all but 
the hilar structure of the normal spleen. 

FREDERICK C. HOEBEL, M.D. 


MISCELLANEOUS 


Clavel, C.: Abdominal Apoplexy (L’ apoplexie intra- 
abdomiale). Lyon chir., 1945, 40: 473. 


The term abdominal or intra-abdominal apoplexy 
appears to have been coined by Green in 1931. The 
author reports a case and reviews 22 others from the 
literature; in this way he presents a summary of the 
signs and symptoms as well as of some of the diag- 
nostic points. 

The case which is presented concerns a 63-year- 
old white woman who in July, 1942 suffered a 
sudden severe abdominal pain with shock and an un- 
countable pulse. Five hours later exploration was 
undertaken under ether anesthesia and large blood 
clots were found in the peritoneal cavity. The hemor- 
rhage arose from the lesser omental sac, where there 
was a hematoma which had ruptured into the gen- 
eral peritoneal cavity. One of the principal branches 
of the coronary artery had ruptured. The bleeding 
vessel was tied and a cure resulted. 

Albutt states that the visceral and cerebral arteries 
are affected in the same manner by arteriosclerosis, 
and that he is surprised that abdominal apoplexy 
is not more often verified. The hemorrhage usually 
takes place from an artery in the perigastric circle; 
very rarely a vein may rupture. The age of the pa- 
tient is nearly always over 50 years, which helps to 
exclude ectopic pregnancy. The cases are divided 
into five clinical types: that in which death occurs 
suddenly (the medicolegal type), sudden rupture into 
the free peritoneal cavity, rupture in two stages 
(first with a hematoma and then into the general 
peritoneal cavity), the type which simulates a stran- 
gulated hernia, and, lastly, the type with a circum- 
scribed hematoma (spontaneous subdiaphragmatic 
hematoma). 

With regard to the two stage abdominal apoplexy, 
the hematoma usually forms between the layers 
of the lesser omentum. A very brief review is given 
of the symptoms and signs to be expected in their 
different forms. The author points out that only 
general inferences with regard to the differential 
diagnosis are possible. Differential diagnosis must 
be made from ruptured gastric or duodenal ulcer, 
acute hemorrhagic pancreatitis, and mesenteric in- 
farction. Laparotomy establishes the diagnosis and 
is the only accurate diagnostic method under these 
circumstances. Ectopic pregnancy can be ruled out 
because female patients have passed the menopause. 
The abdomen is opened, blood clots are found and 
arterial anastomosis around the stomach is suspect- 
ed. The bleeding vessel is tied off. The condition is 
pre-eminently a surgical one in which prompt action 
may produce a satisfactory result. 

ADRIEN VER BrRUGGHEN, M.D. 
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Ritter, H. H., and Kaye, B. B.: Trauma to the Ab- 
domen. Am. J. Surg., 1946, 71: 760. 

The authors briefly outline the general and specif- 
ic features of trauma to the abdomen. They classify 
trauma into penetrating and nonpenetrating inju- 
ries. 

The clinical picture is discussed briefly, as is 
treatment. Specific injuries to the viscera are listed 
and the predominant symptoms and appropriate 
therapy are outlined briefly. 

Tuomas C. Douctass, M.D. 


Rappaport, A. E., and Nixon, C. E.: Adenocarci- 
noma of the Urachus Involving the Urinary 
Bladder. Arch. Path., Chic., 1946, 41: 388. 


Carcinomas originating from urachus rests are 
rare; there are less than 30 such cases reported in the 
literature. 

The authors review the embryology of the ura- 
chus, its pathological anatomy, the differential diag- 
nosis of urachal tumors, their cystoscopic appear- 
ance, age incidence, treatment, and prognosis, and 
then report a case of a 26 year old man who had had 
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hematuria and dysuria for more than a year before 
he was examined by the authors. Cystoscopically 
an apple sized tumor was seen in the dextropostero- 
lateral bladder wall, and cystography showed a fill- 
ing defect and calcification in the right upper third 
of the bladder. There was a palpable mass of grape- 
fruit size in the suprapubic region, reaching to about 
5 cm. below the navel. 

Operation revealed a grapefruit sized tense, fluc- 
tuant, cystic tumor in the space of Retzius, between 
the transverse fascia and the parietal peritoneum. 
It was part of the bladder wall at the dome. The 
bladder was resected around the mass. The cyst 
ruptured in the process of removal, and the posterior 
part had to be left in situ. Tne wound healed slowly. 
Four months later the patient was given irradiation 
treatment. There were reasons to believe that he had 
local recurrences. 

The authors give a detailed pathological report 
with photomicrograms. Their patient was the 
youngest among the cases of this type reported in 
the literature, and he had had vague symptoms for 
4 years before operation. |§ Hetnricn Lama, M.D. 
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Dominques-Adame, M.: Tuberculosis of the Cervix 
(Tuberculosis del cuello uterino) Rev. espan. obst., 
1946, 3: 69. 

Tuberculosis of the cervix is extremely rare and is 
either primary or secondary to an extragenital proc- 
ess. 

The author reports a case of tuberculosis of the 
cervix for two reasons: (1) the biopsy established the 
diagnosis and helped in the discovery of other spe- 
cific lesions in the patient, and (2) the evolution of 
the lesion was favorable in spite of very conservative 
treatment. The patient, a 28 year old woman, com- 
plained of a pinkish leucorrhea of a year’s duration, 
metrorrhagia especially after sexual relations, and 
pains in the hypogastrium and both iliac fossae. The 
vaginal examination disclosed an ulcer on the an- 
terior cervical lip with irregular outline, pinkish 
appearance, and smooth margins. After the appli- 
cation of iodine a biopsy was done because an epi- 
thelioma was suspected. The whole lesion was re- 
moved and histological examination revealed ulcer- 
ative tuberculosis. 

The clinical and roentgenological examinations 
established the presence of tuberculosis in both 
lungs, so apparently the hematogenic dissemination 
of tuberculosis was responsible for the lesion. The 
author was not able to demonstrate tuberculosis in 
the tubes. 

In a second case there was glandular hyperplasia 
and miliary ulcerative tuberculosis in a cervical 


olyp. 

The author advocates conservative therapy con- 
sisting of rest, fresh air, nourishing food, vitamins, 
and calcium iodides. X-ray therapy was not found 
to be satisfactory. Surgical treatment shotld be 


limited to local excision. ARTHUR F. Creotza, M.D. 

Rouchy, R.: Tuberculosis or Pseudotuberculosis of 
the Endometrium. A Clinical Study, and the 
the Results of Cytohormonal Explorations 
(Tuberculose ou pseudo-tuberculose de l’endométre. 
Etude clinique et constatations d’exploration cyto 
hormonale). Ann. endocr., Par., 1946, 7: I. 


Fifteen women, from 23 to 37 years of age, applied 
for treatment of menstrual disturbances or of steril- 
ity. The examination of the curetted specimen in 
each instance revealed giant cells associated with 
nodules made up of epithelioid or lymphoid cells, 
epithelioid and lymphoid nodules without typical 
giant cells, or merely lymphoid nodules. In 3 of 
these patients there was a definite history of tuber- 
culosis in the family, and 2 of the 3 were tuberculous. 
Four others gave a personal history of bacillary in- 
fection. Physical examination also furnished evi- 
dence of tuberculous infection in other parts of the 
body. In a little fewer than half of the women of 


this material, salpingography disclosed an involve- 
ment of the tubes, and of these only x gave a posi- 
tive gonococcal reaction. In general, the ovarian 
function seemed to be normal; in only 2 instances 
was there a premenstrual type of endometrial fol- 
liculin response. The sterility did not yield to treat- 
ment in these patients. 

The author does not believe that this type of 
endometrial condition should be accepted as endo- 
metrial tuberculosis without further study, partic- 
ularly with the aid of guinea pig inoculations. 

Joun W. BRENNAN, M.D. 


Cotte, G., Mathieu, J., and Guillemin: Two Hun- 
dred and Fifty-Nine Cases of Endometriosis 
(259 cas d’endométriose).Rev. fr. gyn. obst., 1946, 
41: 16. 


A series of 259 cases of endometriosis, accumulated 
between 1932 and 1945, is reviewed; all were treated 
surgicaily, and the diagnosis was substantiated by 
histological examination of the specimens. There 
were 200 cases of a single localized endometrial 
lesion and 59 cases of diffuse endometriosis; the sites 
of localization were the uterus, the ovaries, the 
tubes, and the peritoneum, particularly the recto- 
vaginal sulcus. 

The authors emphasize the extreme difficulty of 
diagnosing endometriosis on purely clinical grounds. 
Late dysmenorrhea and the hourly occurrence of 
menstrual pain are the most frequent clinical signs 
of endometriosis, but they are not always reliable. 
In fact, cases have been operated on for some other 
reasons and endometriosis was found when these 
symptoms were not present. Even at operation it is 
sometimes difficult to make an accurate diagnosis, 
as with ovarian endometriosis, and, indeed, even the 
histological examination itself is not always easy. 

The statement that endometriosis is a disease of 
sterile women is contradicted: in the author’s series 
50 per cent of the patients had had pregnancies. 
Therefore the importance of conservative surgical 
treatment of endometriosis with a view toward pre- 
serving the procreative function is emphasized. 

The authors discuss the use of male hormones in 
the treatment of endometriosis, stating that the 
transitory character of the illness (or at least of its 
clinical manifestations), the alleged antagonistic 
action of testosterone and folliculin, and the preser- 
vation of ovarian function have led to the use of 
testosterone with occasional success. The authors 
are skeptical of this form of treatment and state 
that one can never be sure of the diagnosis of endo- 
metriosis in the first place without an operation. 
Furthermore, the effects of hormonal treatment are 
difficult to evaluate. It may be tried when there is a 
definite contraindication to surgery, or when a re- 
currence of symptoms follows the surgery which 
disclosed endometriosis. 
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In practice, endometriosis is most often an opera- 
tive discovery found by chance during operation for 
one of several gynecological conditions which are 
blamed for the symptoms. Any case of dysmenorrhea 
in which there is the slightest suspicion of endo- 
metriosis should be operated on without waiting for 
a trial of medical treatment. Resection of the pre-. 
sacral nerve is carried out by the authors if the 
dysmenorrhea is very severe. 

Endometriosis may occur on the uterus, the 
tubes, the ovaries, or the peritoneum alone, but 
generally it is associated with other lesions such as 
fibromas and retroversion. It may have the appear- 
ance of myomatous nodules, which may be removed 
when they occur on the uterus with no mutilation 
of this organ. Diffuse uterine endometriosis, unfor- 
tunately, requires hysterectomy. In the cases of 
endometriosis of the tubes, the authors believe that 
resection of the lesion with reimplantation of the 
tubes may be carried out if the latter are opened 
and no other lesion is found; as the patients fre- 
quently present themselves for an investigation of 
sterility, it is important to preserve the tubes if it is 
at all possible. Histological examination, in any 
event, should precede any radical mutilating pro- 
cedure. Removal of the ovaries in cases of endo- 
metriosis of the ovaries should by all means be 
avoided; one case is cited in which ovarian endo- 
metriosis was found and the ovaries were left in 
place; however, resection of the presacral nerve was 
carried out and the patient’s presenting dysmenor- 
rhea disappeared. In 2 cases of rectovaginal ade- 
nomyomas, classed by the authors as types of 
endometriosis, the authors employed bilateral ovari- 


ectomy and the development of the lesions was 
checked. 

Diffuse endometriosis seldom occurs together 
with associated lesions as does the localized endome- 
trioma, and more generally is the sole cause of the 
clinical disorders which provoke surgical interven- 


tion. It is most important, especially in young 
women, to preserve menstruation and the procrea- 
tive function, but in 50 per cent of the cases of diffuse 
endometriosis involving several organs it was neces- 
sary to perform ovariectomy. If conservative sur- 
gery in spite of diffuse endometriosis is followed by 
a return of symptoms, it is always a simple matter 
to produce the cessation of ovarian function by 
irradiation; at least the surgeon is certain of the 
diagnosis by virtue of having done an exploratory 
operation and examined the specimens. Hormone 
therapy may also be employed when a recurrence 
of symptoms follows the exploratory operation. 

It is concluded that genital endometriosis rests in 
the province of conservative surgery. When the 
lesion is only peritoneal, or when there are asso- 
ciated lesions there is no special procedure, opera- 
tive or otherwise, but mutilating surgery should be 
avoided if at all possible, especially because failures 
can be treated without surgical reintervention by 
medical and radiotherapeutic means without danger. 

Puitrp B. CHase, M.D. 
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Grassi, G.: Clinical Observations on Fibrontyomas 
of the Uterus (Osservazioni cliniche di torsioni di 
fibromiomi uterini). Clin ostet., 1945, 47: 182. 

A 41 year old nulliparous housewife entered the 
hospital with the history of sudden pain centered in 
the left lower quadrant, characterized by crises and 
abatements for the week prior to admission to the 
hospital. No elevation of the temperature and no 
vomiting occurred until the seventh day of illness. 
There was moderate frequency of urination. The 
general condition on physical examination was med- 
iocre. The skin ‘and mucous membranes were pale, 
and the tongue was dry. Examination of the ab- 
domen and pelvis revealed a mass of the size of a 
fetal head at term located in the lower left quadrant. 
Laparotomy was performed under ether anesthesia 
and a large fibroid tumor was found attached to the 
left corner of the fundus by a short thick pedicle, 
upon which it rotated from right to left through 360 
degrees. Free fluid containing blood was present in 
the peritoneal cavity. With the tumor, the body of 
the uterus had been pulled through a half rotation 
upon the supravaginal portion of the cervix, and it 
was bluish in color. The tumor was removed and 
supravaginal hysterectomy was performed with un- 
eventful recovery. 

A 27 year old woman in the third month of preg- 
nancy entered the hospital complaining of intense 
pain in the abdomen of moderate frequency and 
with elevation of the temperature. Although the 
patient had complained of frequent vomiting since 
the onset of pregnancy, no digestive disturbance was 
associated with the present illness. Laparotomy dis- 
closed a fibromyoma which was attached to the 
middle third of the anterior wall of the uterus and 
had rotated through two turns. Myomectomy was 
successfully performed. 

The author then discusses the contours of the 
tumor and the length and thickness of the pedicle as 
etiological factors in torsion. It has been found that 
rotation occurs most frequently from the left to the 
right and that the sequence of events follows that 
in any tissue or organ to which the blood supply has 
been excluded. The clinical picture is variable but 
has the fundamental features of sudden and intense 
abdominal pain, vomiting, distention, a tendency to 
syncope, slight or absent elevation of the tempera- 
ture, and a palpable tumor mass. The most difficult 
diagnostic differentiation is that from torsion of an 
ovarian cyst. The prognosis is grave and depends 
chiefly upon the promptness of intervention. The 
treatment is surgical. 

B. Farnsworts, M.D. 


Cotte, G.: The Treatment of Uterine Myomas 
(Comment envisager actuellement le traitment des 
myomes utérins). Rev. fr. gyn., obst., 1946, 41: I. 


The treatment of choice in handling cases of uter- 
ine myomas is myomectomy. Gynecologists have 
never agreed on the best way to handle the problem 
of the bleeding myoma, and the author considers in 
turn the relative merits of (1) hysterectomy, (2) my- 
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omectomy, (3) the use of testosterone, (4) the use of 
hemostatics, and (5) radiation therapy. The im- 
portant consideration in the author’s mind is to 
avoid castration. 

With regard to hormone therapy, more particular- 
ly testosterone, the author considers this form of 
treatment unsatisfactory except in the case of a 
small myoma or in a woman approaching the meno- 
pause. Testosterone allegedly neutralizes the excess 
folliculin in the blood stream but does not depress its 
excess production by the myoma. The proof that it 
is the myoma which produces the excess folliculin, 
rather than the ovaries, is found in the observation 
of the low levels of folliculin in the blood stream of a 
patient following removal of the tumors. Continued 
use of testosterone brings about a spontaneous meno- 

yause. 

' Hemostatics, such as hydrastine, ergotine, and 
emetine, not only stop bleeding from myomas but 
will cause a regression of the tumor. Their use in 
cases of small myomas is occasionally warranted. 

When radiotherapy is used the myoma should not 
be large, and there should be no associated lesions; 
its biggest disadvantage is, of course, that cure is 
accompanied by castration, the “worst of mutila- 
tions’ for a woman. If one overcomes the patient’s 
fear of surgery, myomectomy certainly deserves 
consideration over radiotherapy. 

Little is said concerning hysterectomy except to 
deprecate its general use. The author blames sur- 
geons for failing to appreciate the tragedy of unnec- 
essary mutilation, and goes on to say that myomec- 
tomies not only avoid castration and its sequelae 
but also are less serious and less difficult technically 
than hysterectomies. 

Myomectomy is the procedure of choice regardless 
of the size, number, or location of the myomas. Ina 
young woman with myomas myomectomy is by all 
odds the method of choice, although even in women in 
the menopausal or postmenopausal period myomec- 
tomy is to be preferred to hysterectomy as a simpler 
procedure. With regard to the technique of myomec- 
tomies, the author states that the enucleation of a 
myoma at the bottom of the anterior portion of the 
uterus should afford no difficulty, and with a little 
practice one can remove myomas inserted at the 
level of the isthmus or in the large ligament. The 
risk of injuring the ureter or the vessels is less than 
in hysterectomy since the operative procedure occurs 
in the interior of the capsule and the incision is far 
removed from the dangerous zone. The submucous 
location of a tumor does not constitute a contrain- 
dication to myomectomy. Opening of the uterine 
cavity, which should be considered aseptic, may be 
carried out without hesitation, and exploration made 
for other myomas. There is little blood loss with this 
procedure. When the myomas involve the adnexal 
regions they may still be removed; in any event, a 
myomectomized uterus capable of carrying a preg- 
nancy to term is to be preferred to sterility. 

In the author’s series of 251 myomectomies there 
were only 2 fatalities, one from cellulitis and peri- 
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tonitis and another from intestinal occlusion because 
of adhesions. There were no cases of phlebitis and 
pulmonary emboli, and few instances of elevation of 
the temperature. In this series there were recur- 
rences of myomas in only 2.6 per cent of the cases. 
There has been no reported case of uterine cancer 
following myomectomy. 

The author concludes that the operation of myo- 
mectomy can now be done without risk, and that no 
one has the right to castrate a woman because he 
knows how to do only a hysterectomy. Myomec- 
tomy remains the best way to stop hemorrhage from 
myomas which are refractory to medical treatment. 

B. CHase, M.D. 


Mocquot, P.: Cancer of the Cervical Canal of the 
Uterus (Le cancer du canal cervical de |’uterus). 
Gyn. obst., Par., 1946, 45: 13. 


The chances for cure of cancer of the neck of the 
uterus depend on the degree of malignancy, the 
degree of extension, and on early diagnosis. The last 
factor is difficult to accomplish as in the early stages 
cancer of the interior of the cervical canal does not 
reveal itself readily. Its incidence is greater than is 
generally believed. 

The histological examination of curettings or 
biopsies of suspected endocervical lesions is not 
satisfactory from a diagnostic standpoint. Cancer 
of the canal cannot be distinguished by this method 
from cancer of the cervical os or even of the corpus 
uteri, except in a very few cases—when the glandular 
elements of the cancer reveal its endocervical origin. 
Furthermore, even in advanced stages the point of 
break-through cannot be precisely determined by 
curettage. 

Generally, most cancers of the cervical canal are 
misdiagnosed as cancers of the os when curettage 
alone is relied upon. 

Cancers of the neck begin insidiously within the 
walls of the canal which traverses it. In order to 
discover the initial stages of endocervical cancer 
early enough to effect satisfactory treatment it is 
important to know how it evolves. Beginning in the 
wall, it grows little by little sometimes toward the 
corpus but more often toward the os. A bleeding 
outgrowth frequently breaks through at the os and 
gives a false impression of primary cancer at that 
site. 

Some forms in advanced stages perforate the 
uterus externally and appear in the cervicovaginal 
furrow; the cervix is obliterated and the neck com- 
pletely disappears. Vesicovaginal or rectovaginal 
fistulas often appear. Such an infiltrative form 
seems to be a cancer of the corpus but in reality is 
an endocervical cancer which has spread extensively. 
Metastases appear early and should be looked for. 
The parametrium, even before neoplastic invasion, 
becomes dense and indurated. The canal becomes 
stenosed and there is a complicating pyometrium 
even in the early stages; this gives rise to severe 
abdominal pain and fever, and often urgent surgical 
drainage must be carried out. 
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Any woman should be suspected of having an 
endocervical cancer if she notices abnormal serous 
or bloody discharges. Although careful pelvic exam- 
ination often reveals cervical cancer before the onset 
of symptoms, reutiue examination seldom reveals 
an endocervicat cancer. Even when symptoms 
occur, evidence of a lesion in the neck of the uterus 
is lacking on a routine examination and medical 
treatment is advised for a functional state with loss 
of valuable time. 

The most important and characteristic physical 
findings are obtained by vaginal examination. The 
neck presents a very marked enlargement in the 
vaginal vault; it is swollen and barrel-like, while the 
body is normal and even smaller than the neck. Its 
consistancy is indurated, its surface irregular. The 
canal is constricted although the outlet may appear 
normal; the examining finger meets a constricted 
canal which bleeds abundantly. Recognition of this 
type of cancer by palpation requires considerable 
experience. 

In the earlier stages the lesion may be localized 
and the mobility of the uterus is then generally 
conserved. Speculum examination reveals a normal 
os but more marked vascularity of the cervix and 
often varicosities. Suspicious nodules may extrude 
from the os when it is compressed by the speculum. 
Sometimes a small ulcer in the vault is the only clue 
to the underlying pathology, and, if probed, is 
found to lead to an endocervical cancer previously 
unsuspected. 

There are three methods used in diagnosing cancer 
of the neck: (1) hysterometry; (2) hysteroscopy; 
and (3) hysterography. The hysterometer is a prob- 
ing instrument which when delicately handled re- 
veals, in the presence of endocervical cancer, irregu- 
larity and induration of the wall and an enlarged 
and elongated cavity; often this bleeds abundantly. 
It may reveal a pyometrium. Visualization of the 
cervical canal can be carried out with a hysteroscope, 
which is introduced into the canal through a glass 
tube. It is used best in the middle of the menstrual 
cycle when a translucent glandular secretion prolifer- 
ated at that time makes visualization most optimal. 
It may also be used under running water, but the 
observable aspects are very pleomorphic and of 
value only to the trained eye. Hysterography is 
both difficult to carry out and to interpret. In the 
experience of the author contrast visualization of 
the cervical canal is obtained in only about one- 
third of the cases. Lipiodol is rapidly injected under 
pressure into the canal with a short canula; of 
course, there is always the danger of a spillover 
through the tubes into the peritoneal cavity. In 
this condition the roentgenogram will show an 
elongation of the cavity with irregularity and nar- 
rowing; negative normal findings are very signifi- 
cant. Hysterography also may disclose a pyomet- 
rium. 

Curettage may be an additional diagnostic method 
but is not to be substituted for the other methods 
outlined. Put B. M.D. 
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Nestarez, O. B., and Assali, N. S.: Certain Aspects 
of Cancer of the Endometrium Associated with 
Pregnancy (Alguns aspectos do cancer do endo- 
metrio). Obst. gyn. lat amer., B. Air., 1946, 4: 161. 


The authors describe a case of epidermoid cancer 
of the endometrium with simultaneous topic gesta- 
tion in a woman aged 4o years. Curettage was per- 
formed and a subsequent panhysterectomy showed 
no traces of malignancy. 

The authors also report 2 other observations of 
epidermoid metaplasia of the endometrium. In one 
case there was an incipient malignant degeneration 
and in the other a polypoid hyperplasia with a 
tendency toward malignancy. 

Cancer of the fundus of the uterus is found chiefly 
in the menopause. Glandular hyperplasia of the 
endometrium shows a great tendency toward malig- 
nant degeneration, especially in the menopause. 
Epidermoid cancer of the endometrium is a rare 
condition and quite distinct from adenoacanthoma. 

The authors were able to collect from the litera- 
ture only 7 cases (in addition to their own) in which 
there was the association of uterine pregnancy with 
cancer of the fundus. It is an established fact that 
cancer of the endometrium in its initial stage may 
be cured with curettage. JosepH K. Narat, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rutherford, R. N.: Uncomplicated Prolapse of the 
Ovary as a Cause of Acute Abdominal Pain. 
West. J. Surg., 1946, 54: 193. 


Prolapse of the ovary without coincident or asso- 
ciated pelvic disease once occupied a place of interest 
in gynecologic literature, but the entity ultimately 
was lost even to encyclopedic textbooks of today, 
although some of the most observant and accurate 
reporters of a generation ago wrote firmly of their 
convictions regarding this syndrome. 

This report comprises 17 cases, all of which were 
treated conservatively by the author and resulted in 
recovery. The diagnosis of the condition is based 
essentially on a careful examination during which the 
patient is found to have diffuse lower abdominal 
tenderness. Muscle spasm occurs rarely, and usually 
there is no disturbance of the bowel sounds. There 
is rarely any elevation of temperature, although 
there may be a mild leucocytosis. Pelvic examina- 
tion combined with the history usually decides the 
diagnosis. The partial prolapse of the ovary may be 
demonstrated by the finding of a slightly enlarged 
ovary approaching the midline behind the uterus. 
Pressure upon the ovary elicits exquisite pain, which 
is greater in the ovulating ovary than in the pre- 
menstrual organ. When the prolapse is complete, 
the ovary is found in the posterior cul-de-sac, and 
efforts to dislodge it will cause extreme discomfort. 

The findings may be obscured somewhat by the 
presence of a retroverted uterus, as the fundal out- 
lines are difficult to map out because of peritoneal 
or ovarian tenderness. It is almost impossible to 
follow the tubal outline. 
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Treatment consists of immediate manual reduc- 
tion of the prolapsed ovary, combined with the re- 
duction of the retroverted displaced uterus and use 
of a mechanical support for a short period of time. 
Such a routine has given complete relief to all the 
patients encountered and none required surgical re- 
lief for this condition. SamvueEt J. Focetson, M.D. 


Sauramo, H.: On Ovarian Hemorrhages, with 
Special Attention to Intra-Abdominal Hemor- 
rhages from the Corpus Luteum. Acta obst. 
gyn. scand., 1946, 26: 105. 


The author collected 292 cases of intra-abdominal 
hemorrhage from the literature covering the period 
from 1933 to 1941. About 600 cases were found in 
the literature up to the year 1942. The origin was 
as follows: (1) ovarian apoplexy, 7 cases; (2) follic- 
ular hemorrhage, 57 cases; (3) follicular cyst hemor- 
rhage, 5 cases; (4) corpus luteum menstruation hem- 
orrhage, 204 cases; and (5) corpus luteum cyst hem- 
orrhage, 18 cases. 

The literature varies as to the etiology, but the 
following factors are agreed upon as being some of 
the common causes: inflammatory reaction, toxicity, 
and disturbances in the sympathetic system. 

The symptoms present a rather typical disease 
picture. The menses history is generally regular, the 
symptoms arise suddenly, and the temperature is 
normal. As a rule there is no discharge and the 
patient falls ill before the menses. When the hemor- 
rhage is severe, the symptoms are those of intra- 
abdominal hemorrhage. Most frequently the differ- 
ential diagnosis must be made between extrauterine 
pregnancy and appendicitis. 

The hemorrhages occur usually between the ages 
of 20 and 35 years, 1o per cent of them occur in vir- 
gins, and in general they appear in the corpus luteum 
phase of the latter part of the period. 

CATHERINE B. Hess, M.D. 


Vara, P., and Pankamaa, P.: Investigation of 
ee Tumors. Acta obst. gyn. scand., 1946, 
26: 7. 

The authors present a clinical statistical survey of 
the incidence, complications, and treatment of 1,149 
true ovarian tumors. They adopted the following 
classification: 

I. Homiotypical tumors, clinically innocent 

A. Originating from connective tissue—fibro- 
mas, myomas, angiomas, chondromas, and 
lipomas 

B. Epithelial tumors—fibroadenomas, simple 
and papillary pseudomucinous cystomas, 
and Brenner tumors 

C. Teratoid blastomas—dermoid cysts and 
pseudomucinous adenomas 

II. Heterotypical tumors, clinically malignant. 
These include the A, B, and C classification 
just given with sarcomas; carcinomas, granu- 
losa cell tumors, chorioepitheliomas, hyper- 
nephromas, and arrhenoblastomas; and in the 
last group solid teratomas. 
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The age incidence is as follows for the following 
types of tumors: serous ciliated cystomas have their 
peak between the ages of 35 and 39 years; carcino- 
mas reach their culmination at the ages between 50 
and 55 years; dermoid cysts between 30 and 34 years; 
and pseudomucinous cystomas between 45 and 50 

ears. 

. It was extremely difficult to determine the effect 
of sexual life on the developrent of ovarian tumors. 
Of this material 31.8 per cent consisted of unmarried 
persons. The average menarche ages of the different 
tumors varied so little that no definite statistical 
difference could be established. No evidence could 
be found that the incidence of childlessness was in- 
creased among these patients. 

The largest tumor found contained 51 liters of 
fluid. Malignant tumors occurred bilaterally in 47.8 
per cent of the cases; sarcomas in tro per cent; 
serous smooth surfaced cystomas in 9.39 per cent; 
papillary cystomas in 9.3 per cent, and dermoid cysts 
in 10.4 per cent. 

The complications of ovarian tumors were ascites, 
rupture, adhesions, torsion, and infection. A collec- 
tion of free fluid in the abdominal cavity could be 
established in association with all the different types 
of ovarian tumors. The theory accepted for this was 
that the abundant network of lymphatics allowed 
the fluid to permeate through its surface into the 
abdominal cavity. Ascites appeared most frequently 
with malignant tumors. It was seldom found with 
dermoid cysts. 

The larger the tumor, the greater was the tend- 
ency toward rupture. The incidence of rupture was 
very low, the greatest (6.2%) being found with the 
pseudomucinous cystoma. 

Adhesions were found in 33.3 per cent of the cases. 
Torsions were most frequently encountered with 
serous smooth surfaced cystomas. They were found 
more abundantly in young persons under 20 years of 
age and in older ones over 60 years. No particular 
type of tumor was predisposed to infection. 

The most frequently employed surgical measures 
were: oophorectomy and salpingo-oophorectomy. 
The nature of the tumor determined the type of 
operation. The primary mortality was 3.7 per cent. 

CATHERINE B. Hess, M.D. 


Kleitsman, R.: A Contribution to the Pathology 
and Clinical Course of Granulosa Cell Tumors 
(Ein Beitrag zur Pathologie und Klinik der Granu- 
losazelltumoren). Acta obst. gyn. scand., 1946, 26: 60. 


The classification of the tumors of the ovary pre- 
sents a difficult problem which has not yet been 
solved satisfactorily. Corresponding to its manifold 
functions, the histological structure of the ovary is 
more complicated and heterogeneous than that of 
any other organ of the body. This accounts for the 
great variety of tumors occurring in the ovary. No- 
where in the whole field of tumors is it so difficult to 
determine the histological relation between the 
tumor and the mother tissue, and to decide if the 
tumor cells are correlative to any tissue in the organ. © 
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This is true especially for the granulosa cell tu- 
mors. Some of them are morphologically similar to 
the normal granulosa; others present structures 
which have no similarity at all to any physiological 
tissue of the ovary. In the literature they are called 
folliculomas or granulosa cell tumors. The tumors 
described in the literature as granulosa cell tumors 
present a very heterogeneous material. The author 
discusses in detail the difficulties of classification and 
the question whether these tumors originate from the 
granulosa epithelium or from the mesenchyma. 
Transitional forms occur often. This explains why 
sarcomas and sarcocarcinomas have been mistaken 
for granulosa cell tumors. Also the clinical evalua- 
tion of the tumors differs greatly. Most authors 
consider them as being malignant. However, many 
of these tumors present a benign clinical course in 
spite of the malignant histological picture. Recur- 
rences and metastases are rare. On the other hand, 
cases have been reported in which there was inva- 
sion of the surrounding tissues and the condition 
was inoperable because of metastases. 

The author analyses 5 cases of granulosa cell 
tumor observed at the Gynecological Clinic in 
Stockholm. Four of these tumors were diagnosed as 
being histologically benign, and 1 as being malig- 
nant. 

Since it is difficult to decide from the histo- 
logical picture whether a granulosa cell tumor is be- 
nign or malignant, the clinical symptoms are of 
special importance for this decision. The benign 
tumors are always unilateral and often cause hyper- 
plasia of the endometrium due to the overproduction 
of hormone, which may cause amenorrhea and 
possible metrorrhagia before the menopause, and 
irregular hemorrhages after it. 

WERNER M. Sormitz, M.D. 


MISCELLANEOUS 


Long, G. C., Counseller, V. S., and Dockerty, M. B.: 
Primary Melanoepithelioma of the Female 
Urethra. J. Urol., Balt., 1946, 55: 520. 


The authors report 3 cases of primary melano- 
epithelioma of the female urethra, the only cases of 
this type encountered at the Mayo Clinic. Only 11 
other cases have been reported in the literature. A 
detailed report of the 3 cases is presented; all of them 
ended fatally. 

This neoplasm is a disease of the aged. It must be 
differentiated from caruncle, prolapsed mucosa, 
fibroma, carcinoma, and sarcoma. The duration of 
the symptoms is short. The most common symp- 
toms are tumor and serosanguineous vaginal drain- 
age. Like melanoepithelioma elsewhere, it is an in- 
variably fatal disease. General metastasis is the 
usual ending. Treatment is far from satisfactory 
since many patients have metastatic lesions at the 
time of first observation. The end results do not 
seem to vary regardless of whether radiation therapy 
in association with electrocautery excision and ful- 
guration is used, 


The authors discuss the origin and histogenesis oi 
this highly malignant tumor and present a review of 
melanoepithelioma in other parts of the body. 

T. Fioyp BELL, M.D. 


Cheval, M., Laurent, R., and De Vries, A.: 
Ovarian and Uterine Grafts in Women and 
Variations in Urinary Pregnandiol (Les auto- 
greffes ovariennes et utérines chez la femme et 
variations du pregnandiol urinaire). Bruxelles méd., 
1946, 26: 397. 

The authors report the results of their studies on 
the therapeutic effect of ovarian and uterine grafts. 

They carried out investigations on the physiolog- 
ical function of ovarian grafts by checking the elim- 
ination of pregnandiol in the urine of operative 
patients. 

The presence of pregnandiol in urine constitutes a 
positive proof that progesterone of ovarian origin 
undergoes a transformation in the organism and is 
eliminated in the form of glucuronate of pregnandiol. 
It is present in the urine of pregnant women and also 
in the urine of women during the lutein phase of 
menstruation. 

If pregnandiol was not found, it did not mean 
necessarily that the ovarian grafts were inactive. 
Certain menstrual periods go through only the fol- 
licular, and not the lutein, phase. Progesterol, too, 
may be eliminated without being transformed into 
pregnandiol. 

In their laboratory research, the authors used the 
gravimetric method of Venning (1937) for the de- 
termination of pregnandiol. The principle of the 
method consists in the extraction of pregnandiol by 
butyl alcohol. Twenty-four hour specimens of urine 
excreted during the supposed lutein phase of the 
menstrual cycle were examined. Details of the 
method are given in the report. 

The operative patients studied were divided inio 
the following groups: 

1. Patients in whom ovarian grafts were planted 
after both adnexa were removed but the uterus was 
left intact. Menstruation appeared in most of these 
and was more or less regular and more or less abun- 
dant from 4 to 6 months after the operation, the time 
necessary for the ovarian grafts to reorganize and 
establish their internal secretion. 

The younger the patient, the better were the re- 
sults obtained from the grafts. The youngest of the 
patients, a young woman of 21 years, with retention 
of the uterus, menstruated for 13 years following the 
operation and had no trouble at the menopause. 

In other cases the patient menstruated from 2 to 6 
years, the periods generally being normal. 

A normal woman eliminates pregnandiol in the 
urine for 12 or 13 days before menstruation. The 
elimination increases for 6 or 7 days and attains a 
maximum of less than 6 mgm. the seventh day; then 


the quantity diminishes progressively to none on the ~ 


day preceding menstruation. 
The authors found pregnandiol in 4 patients in 
whom the uterus had been preserved in toto and 
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ovarian grafts had been planted. In 3 cases the elim- 
ination of pregnandiol was normal, and in 1 case it 
was slightly diminished. 

2. Patients in whom ovarian grafts were planted 
after a high subtotal hysterectomy with removal of 
both adnexa. Some menstruated normally after the 
operation, others very little, and some none at all. 

Pregnandiol was sought for in 1 case and found to 
be normal. 

3. Patients in whom ovarian grafts were planted 
after low subtotal hysterectomy with removal of 
both adnexa and theremocauterization of the cervix. 
The menopause followed from 4 to 6 months after 
the intervertion. The ovarian grafts continued to 
function for a fewer number of years than they did 
when the uterus had been saved in its entirety or 
in part. 

Laboratory examination for the presence of preg- 
nandiol was made of the urine in 4 cases. It was 
found present in 1 case, 2 mgm. being found on the 
nineteenth day after intervention. In this case it 
was possible that a little of the endometrium was 
left behind at the time of operation. 

4. Patients in whom both ovarian and uterine 
grafts were planted after low subtotal hysterectomy, 

with removal of both adnexa. The operative results 
were successful. Histological examination of the 
tissue from 1 patient showed a perfectly normal mu- 
cosa in the uterine graft 6 months after operation. 


In certain cases, from 4 to 6 months after opera- 
tion, a swelling occurred at the site of the uterine 
graft; there was also a small bloody suffusion, the 
result of endometrial menstruation; this was ab- 
sorbed in a few days. 

These patients did not experience any menopausal 
trouble and their ovarian function appeared to be 
satisfactory. In 1 patient the uterine graft was 
active 7 years after operation. 

No tests for pregnandiol were carried out in this 
group. 

The authors arrive at the following conclusions: 

1. Ovarian grafts maintain menstruation in more 
than go per cent of cases in which the uterus has been 
saved in toto. In a great number of cases (70%) this 
function persists when only a part of the uterus has 
been saved. 

2. After a subtotal hysterectomy without con- 
servation of the uterine mucosa, ovarian grafts over- 
come the shocking discomforts of surgical castration. 

3. Subcutaneous uterine grafts improve, in some 
cases, the function of the ovarian grafts. 

4. The finding of pregnandiol in the urine of oper- 
ative patients confirms the favorable clinical opinion 
that benefit has been obtained from ovarian grafts. 
Biochemical, as well as clinical, findings show no es- 
sential difference between the endocrine function of 
the ovaries left in situ and that of ovarian grafts. 

BLACKWELL MARKHAM, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Leon, J.: Vaginal Flora during Gestation (La flora 
vaginal durante la gravidez). Bol. Soc. obst. gin. 
B. Aires, 1945, 24: 495. 

The identification of the causative bacteria of 
puerperal infection and of those found normally in 
the vaginal secretion of the pregnant woman shows 
us the role of the autogenous or heterogenous in- 
fection. 

The individualization of the hemolytic strepto- 
cocci in groups, as to virulence, constitutes a reliable 
way to evaluate the prognosis of a puerperal infec- 
tion. 

The presence of hemolytic streptococci in a great 
number of normal pregnant women whose puerper- 
ium follows a normal physiological course does not 
constitute a grave problem, since the streptococci 
isolated during gestation belong to the groups B, C, 
D, F, and G of Lancefield, which are nonpathogenic 
to human beings or only slightly so. The Group 
A streptococcus is the etiological agent in many of 
the serious forms of puerperal infection. 

The vaginal secretion of 63 pregnant women was 
studied, and 8 of them showed aerobic growths while 
5 had anaerobic growths. No hemolytic streptococci 
were found although this may have been due to the 
vaginal routine chemotherapy used in the clinic from 
which these cases were taken. 

ARTHUR F. Crpoita, M.D. 


Jayle, F., Lacomme, M., and Jamain, B.: Hapto- 
globin during Pregnancy, Confinement, and 
the Postpartum Period (L’Haptoglobine pendant 
la grossesse, l’accouchement et les suites de couches). 
Gyn. obst., Par., 1946, 45: 38. 


In 1939, Polonowski and Jayle, studying the 
peroxydase reaction of hemoglobin, concluded that 
this action was augmented by a globulin in the 
plasma which was capable of uniting with the blood 
pigment to form an equimolar complex. This was 
called haptoglobin, and its level in the blood could 
be measured easily by the peroxydase activity of the 
hemoglobin. 

The exact nature and chemical structure of hapto- 
globin is not well understood, but it is believed to be 
made up of amino acids and simple sugars. In 
healthy adults the level is usually low, between 0.5 
and 1.3; it varies little and is not influenced by age, 
sex, diet, or menstruation. However, in the course 
of an infectious disease the level is found to rise be- 
fore the appearance of clinical signs, and returns to 
normal when the disease process clears. It is there- 
fore concluded by the authors that there is a definite 
relation between the haptoglobin level and inflam- 
mation. An elevated level appears to be the result 
of certain biological processes, especially inflamma- 
tion (infectious or otherwise), but it is not thought 


to be bound up with any defense reaction. Although, 
admittedly, the haptoglobin curve reflects the 
activity of certain biological processes, it does not 
give a clue to the nature of the process nor to its re- 
action, favorable or otherwise, on the organism. 

According to the authors, the most plausible 
hypothesis concerning the function of the hapto- 
globin is that it is one of the plasma proteins whose 
function it is to neutralize and transport toxic or 
waste products of catabolism, both physiological 
and pathological; it has a certain relationship to dis- 
integration of the tissues. 

The authors seek to determine whether the ob- 
servations on haptoglobin may be of practical value 
in obstetrical practice. 

The haptoglobin index in normal healthy pregnant 
women does not seem to undergo appreciable modi- 
fication; values observed in 70 cases varied from 
0.63 to 0.84, with an average of 0.72. There is no 
significant elevation of the haptoglobin level during 
the first two stages of labor, but there is a definite 
elevation in the index in the hours immediately fol- 
lowing delivery, a rise which attains its maximum 
between the fifth and tenth days postpartum and 
then returns to normal. The highest levels appear 
when lactation begins. 

Haptoglobin levels were determined in certain 
abnormal or complicated pregnancies: (1) ectopic 
pregnancies; (2) pregnancies terminated by death 
and retention of the fetus; (3) pregnancies com- 
plicated by albuminuria, nephritis, eclampsia, or 
retroplacental hemorrhage; (4) pregnancies com- 
plicated by vomiting; and (5) pregnancies com- 
plicated by concurrent pathological conditions 
(leucemia, pyelonephritis). It was concluded from 
these observations that any pathological state more 
or less directly tied up with pregnancy, such as 
vomiting and renal disease, does not influence the 
haptoglobin level in a consistent fashion, although 
in several of these cases exceptionally low levels were 
found, levels which were never observed in normal 
women. On the other hand, those conditions which 
are accompanied by an elevation of the index in 
nonpregnant women also are associated with an 
elevation in the pregnant woman, in whom they 
represent concurrent diseases. 

There is a parallel relationship between altera- 
tions of the sedimentation rate and of the hapto- 
globin level; both are dependent on the physio- 
chemical equilibrium of the plasma proteins. This 
parallelism is best seen in the course of infections. In 
the course of pregnancy, however, it is observed 
that the sedimentation rate rises until the six month 
period when it levels off or even descends somewhat 
during the last trimester. The graph of the hapto- 
globin level shows a straight horizontal line with a 
tendency toward slight elevation only in the last 2 
months, when the sedimentation rate curve has a 
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tendency to fall. However, after parturition the 
parallelism of the two curves appears as they both 
rise. There seems to be no fixed relation between the 
— of haptoglobin and those of urea or choles- 
terol. 

If, then, one admits that haptoglobin is a glo- 
bulin specialized in the transportation of waste pro- 
ducts, one understands why it should remain at a 
constant level during gestation and become elevated 
postpartum, when a large placental wound is the 
site of important resorptions and lactation begins. 
The disparity between the sedimentation rates and 
the haptoglobin index demands further studies; the 
authors suggest that a relative diminution in red 
blood cells due to hydremia during pregnancy, or 
fibrinemia or lipemia also observed during the period 
————— may influence one factor and not the 
other. 

From a practical standpoint the authors conclude 
that the haptoglobin level shows a constant and 
typical trend during the entire course of normal 
pregnancy, parturition, and postpartum period, and 
that departures from normal values at any time give 
warning of some condition, perhaps not diagnosed, 
which is subclinical at the time. Thus in pregnant, 
parturient, or nursing women it may be a valuable 
early diagnostic test of concurrent illness. 

B. Cuase, M.D. 


Tompkins, P.: An Inquiry into the Causes of 
Breech Presentation. Am. J. Obst., 1946, 51: 595. 


At the Philadelphia Lying-In Hospital in the 10 
years following January 1, 1933, there were 1,184 
breech presentations among 25,170 deliveries. Ex- 
cluding breech deliveries after internal podalic ver- 
sion and all twins presenting by the breech, there 
remain g11 single “primary” breech presentations 
delivered normally or by cesarean section. 

By piecing together the fragmentary data avail- 
able, an idea can be formed of the gyrations of the 
fetus which lead to breech delivery. Perhaps the 
order of events is something like this: 

In the first trimester of pregnancy, the fetus is 
suspended in a spherical body of fluid of greater vol- 
ume than itself and it manifests no consistent polar- 
ity. As the fetus grows, its body becomes larger in 
relation to its head, and its total volume increases 
in relation to the volume of the surrounding fluid. 
Moreover, as pregnancy progresses, the shape of the 
uterine cavity changes from spheroid to ovoid. At 
the same time the center of gravity and the center of 
buoyancy of the fetus are altered so that it tends to 
lie head downward rather than breech downward. 
If labor occurs at the thirty-second week of gesta- 
tion, counting 40 weeks as full term, or—to use a 
more objective index of fetal age—when the fetus 
attains 1,500 gm., the factors influencing polarity 
produce a breech presentation in about one-sixth of 
the cases delivered. 

The typical “‘fetal attitude” is depicted at this age 
as extreme flexion of the neck, body, thighs, legs, and 
arms. From this starting position any motions must 
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be toward a position of extension. Possibly full ex- 
tension of the legs occurs often during this period, 
and as long as there is ample room for free movement 
the legs easily return to the flexed attitude. If it 
happens that the amniotic fluid suddenly escapes, 
the uterus will contract and the fetus will be caught 
and delivered in the presentation of that moment. 
There is frequently a breech presentation of babies 
under 2,000 gm. However, if premature labor does 
not occur, the fetus increases in size and vigor while 
the space available for movement of the extremities 
decreases. The legs less readily become extended, 
but when they are once extended they return to the 
flexed position with difficulty. As long as the legs 
are flexed it may be presumed that the fetus can 
“scramble” around. 

At term, about 97 per cent of the babies are in the 
cephalic presentation, and about 3 per cent in the 
breech presentation. Since the incidence of flexed 
legs at term is high among the former and low among 
the latter, it is reasonable to assume a casual rela- 
tionship between extension of the legs and breech 
presentation. If one determines the incidence of ex- 
tended legs among “‘breech”’ babies in relation to the 
duration of gestation, one finds more and more frank 
breech presentations as term is approached. This 
may mean that most of these infants with flexed legs 
have already been delivered, or it may mean that 
they have managed to move into cephalic presenta- 
tions, which leaves mainly the babies with extended 
legs helplessly caught in the breech presentation. 
Either interpretation explains the decreasing inci- 
dence of breech presentations as compared with 
cephalic presentations and of footling breech presen- 
tations as compared with frank breech presentations 
as gestation advances. Premature rupture of the 
membranes is particularly common if the foot lies 
over the internal os in such a way that motion of the 
legs may thrust a toe through the membranes. If 
this happens, the fetus is gripped by the contracting 
uterus and is born as a footling. Given a little more 
time, these babi-s might have succeeded in moving 
into a cephalic ;:esentation. 

Epwarp L. Cornett, M.D. 


Agnew, A. M.: Gestational Neuronitis. Am. J. 
Obst., 1946, 51: 758. 

Two cases of gestational neuronitis are reported. 
In one, both legs, the abdominal muscles, the 
bladder, and the rectum were completely paralyzed. 
There was complete loss of vision, and examination 
of the eye grounds showed edema of the discs and 
massive subretinal hemorrhages. There was some 
lateral nystagmus. Catheter urine showed plus 2 
albumin and plus 3 red blood cells. 

In the second case paralysis involved both of the 
legs, and there was loss of bladder and rectal control. 
There was weakness of the abdominal muscles and 
difficulty in sitting up. The paralysis quickly pro- 
gressed to involve the abdominal muscles and the 
diaphragm. Breathing was very labored and the 
pulse rate increased to 150. The urine which had 
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been normal showed plus 3 albumin and plus 4 red 
blood cells. 

In studying the treatment of this disease in the 
severe cases, it would seem in many that either the 
dosage of vitamin B;, or of the other B fractions, or 
of both, is entirely inadequate and that a much 
higher dose is required, or that the vitamin de- 
ficiency over too long a period has resulted in the 
establishment of some irreversible process which 
ends only with the termination of the pregnancy. In 
the cases of the severe type in which there is steady 
progression of the symptoms in spite of adequate 
treatment, and in the acute fulminating type, such 
as the 2 cases reported here, the pregnancy should 
be terminated. Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Waters, E. G.: Disputed Indications and Tech- 
niques for Cesarean Section. N. England J. M., 
1946, 234: 849. 

Based on a careful appraisal of results of over 
80,000 deliveries the author presents his opinion on 
the indications and the choice of technique for 
cesarean section. The overall incidence for this 
operation was approximately 3.5 per cent in the 
series. 

Elective cesarean section was performed only in 
cases with obvious fetopelvic disproportion. This 
condition was established by clinical examination 
and estimation of the patient’s labor prospects, aided 
but not dictated by x-ray pelvimetry. In borderline 
cases, whether the membranes were ruptured or not, 
an adequate trial of labor was given. 

Cesarean section was not used for patients with 
heart disease unless there was an obstetric indication 
for its use. It was not used in cases for the purpose 
of sterilization. 

In cases of abruptio placentae or premature 
separation of the placenta the management de- 
pended upon accurate diagnosis and evaluation of 
the individual case. In this series cesarean section 
was performed in 12 per cent of the mild cases and 
56 per cent of the severe cases of abruptio placentae. 

The management of cases of mild and severe pre- 
eclampsia and eclampsia is conservative. Patients 
with eclampsia are always treated with antitoxic 
measures prior to delivery, and patients with pre- 
eclampsia are treated medically unless the toxemia 
is recurrent or progressive. Then in both conditions 
the method of terminating the pregnancy is de- 
pendent on the severity of the toxemia and on 
associated factors such as abruptio placentae. Ce- 
sarean section was performed on 6.9 per cent of the 
cases of mild pre-eclampsia, 22 per cent of the cases 
of severe pre-eclampsia, and 8 per cent of the cases of 
eclampsia. The management of patients with hyper- 
tension is similar to that of patients with pre- 
eclampsia in that the progress and prognosis of the 
individual case dictates the policy. Cesarean section 
was performed in approximately 13 per cent of the 
hypertensive group. 
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The final indication listed for cesarean section is 
placenta previa. In 104 of 341 cases section was 
performed with no deaths. Among the remaining 
237 patients delivered vaginally there were 2 deaths. 

There are 3 major abdominal operations for de- 
livery—transperitoneal section, extraperitoneal sec- 
tion, and cesarean hysterectomy. The classic type 
of incision is used only in the last when it precedes 
removal of the uterus, which may be indicated for 
degenerating fibroids and those obstructing the 
birth canal, and‘uterine rupture. In all other clean 
cases, the author believes that the low segment 
operation is always better and safer. This opinion is 
justified by a lower morbidity, smoother con- 
valescence, and lessened incidence of subsequent 
rupture of the uterine scar than in classic operations. 

The firm belief is expressed that patients do not 
die during or subsequent to delivery from myome- 
tritis, parametritis, or pelvic cellulitis provided that 
the infected areas are drained, but that they may 
die from peritonitis. With this thesis as a premise, 
therefore, the Porro type of operation is justifiably 
regarded as antiquated. In all septic parturient pa- 
tients requiring cesarean section the extraperitoneal 
approach is used. Either the paravesical (Latzko) 
or the supravesical (Waters) approach is good with 
definite advantages favoring the latter. 

L. James Tatsot, M.D. 


Duckering, F. A.: Delivery after Cesarean Section. 
Am. J. Obst., 1946, 31: 621. 


This study covers a 12 year period from Septem- 
ber 1, 1932, to December 31, 1943, and consists of 
445 viable pregnancies following a previous cesarean 
section. 

The majority of previous cesarean sections had 
been of the classical type (57 per cent). 

Fifty-eight per cent of the patients in this series 
had a repeat cesarean section. The greatest number 
of repeat sections occurred in the group in which dis- 
proportion had been the indication for cesarean sec- 
tion (68 per cent). Among patients in whom the 
original indication was no longer present in the suc- 
ceeding pregnancy, it was lowest (42 per cent). 

Once a patient had had a vaginal delivery follow- 
ing cesarean section, the greater was the probability 
of future vaginal deliveries. The converse was also 
true—the greater number of sections a patient had 
had, the less chance of vaginal delivery. The greatest 
number of vaginal deliveries occurring in 1 patient 
following previous section was 8. The greatest num- 
ber of sections performed on 1 patient was 6. 

In the majority of sections for disproportion, the 
indication is relative to the powers of labor, position, 
and pelvic configuration. The last is demonstrated by 
both clinical and x-ray pelvimetry. For this reason, 
x-ray pelvimetry can rarely provide an absolute indi- 
cation for section. An unusually high incidence of 
abnormal presentations may be explained on the 
basis of poor pelvic architecture. ; 

It is important to examine the scar of the previous 
cesarean section at the time of operation or vaginal 
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delivery for the better evaluation of succeeding preg- 
nancies. Defects in the uterine scar were noted more 
frequently following the classical type of section. In 
one-half of the cases in which there was a defect in 
the uterine scar, it was suspected prior to the opera- 
tion. However, in only one-third of the patients in 
whom section was performed on the indication of 
damage to the uterine wall were any defects noted. 

Rupture of the previous scar occurred in 1.3 per 
cent of the patients in this series. There were no 
maternal deaths among these patients. This is to be 
attributed to close observation and prompt action. 

The high morbidity (29 per cent) is explained by 
the high operative incidence. 

The fetal mortality rate was 6.9 per cent. 

There were 3 maternal deaths, a mortality rate of 
0.67 per cent. Epwarp L. CorneELt, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Goldberg, R. B., and Konigsberg, W. K.: A Case of 
Clostridium Welchii Puerperal Infection Treat- 
ed with Penicillin. Am. J. Obst., 1946, 51: 527. 


The authors’ patient entered the hospital on 
March 5, 1945, because of premature rupture of the 
membranes in a pregnancy of 6 months’ duration. 
She was not in labor. Her last menstrual period had 
begun October 4, 1944. She had leaked amniotic 
fluid for 6 days without the onset of labor. Then 
she went into labor and after 1 or 2 hours, delivered 
herself in bed of a stillborn, unmacerated fetus, 30 
cm. in length. The placenta was easily expressed 
with a blood loss of less than 50 c.c. The abortion 
occurred at 10:45 A.M. on March 10, 1945. At 8:00 
A.M. on the same day, the temperature was elevated 
for the first time; it was ro1° F. by mouth. 

The next morning she had all the symptoms of 
clostridium welchii infection, later proved by uterine 
culture. Forty thousand units of penicillin were 
given intramuscularly at 9:00 P.M. on March 11, 
1945, and 20,000 units every 3 hours intramuscu- 
larly, from then until a total of 1,200,000 units had 
been given. Five hundred cubic centimeters of 
citrated whole blood were given on March 11 and 
this was repeated on March 12, March 13, March 15, 
and March 19. Jaundice decreased promptly, and 
the patient felt better the day after penicillin was 
started. Actual recovery, however, was prolonged. 

The patient left the hospital on April 15, 1945, 37 
days after the onset of the clostridium welchii infec- 
tion, with a normal blood pressure and blood urea. 

Epwarp L. Cornett, M.D. 


NEWBORN 
Swan, C., and Tostevin, A. L.: Congenital Abnor- 


malities in Infants following Infectious Dis-. 


eases during Pregnancy, with Special Reference 
to Rubella; A Third Series of Cases. Med. J. 
Australia, 1946, 1: 645. 
Some observers have suggested that the etiology 
of congenital malformations may be secondary to 
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maternal infections during pregnancy. In 1941, 
Gregg demonstrated that a definite relationship 
could be established between such infectious diseases 
as German measles during pregnancy and the occur- 
rence of such congenital defects as cataract and heart 
disease in the infant born subsequently. Gregg’s 
findings were later corroborated and amplified by 
the South Australian investigators, Swan, Tostevin, 
Moore, Mayo, and Barham Black. 

Studies of this type have been reported by other 
investigators, and in all instances the results con- 
firmed the Australian work. In the present article 
there are recorded the results of the study of a third 
series of cases of congenital malformation associated 
with infectious disease in the mother during preg- 
nancy. 

The series comprised 58 cases. It consisted of 40 
cases of German measles in pregnancy and 2 cases in 
which the German measles was contracted less than 
a fortnight prior to conception. In addition there 
were 16 cases in which the mother had suffered from 
other infectious diseases during pregnancy, including 
8 cases of measles, 3 of mumps, 2 of chicken pox, 2 
of herpes zoster, and 1 case of scarlet fever. 

Thirty-six of the infants and fetuses born to the 
mothers having had German measles during preg- 
nancy exhibited congenital defects. These were: 11 
cases of deaf-mutism, 11 cases of deaf-mutism and 
heart disease, 1 case of deafness and heart disease, 
1 case of deaf-mutism, heart disease, and strabismus, 
1 case of deaf-mutism, cataract, and heart disease, 
1 case of deaf-mutism and nevus, 1 case of speech 
defect and heart disease, 1 case of cataract and lack 
of closure of the fetal fissure, 2 cases of heart disease, 
I case of mongolism and heart disease, 1 case of 
microcephaly, 1 case of microcephaly and backward- 
ness in development, 1 case of cleft palate, 1 case of 
spina bifida occulta, 1 case of heart disease and hy- 
pertrophic pyloric stenosis, and 1 case of spastic 
diplegia, hypertrophic pyloric stenosis, inguinal her- 
nia, and strabismus. 

In 18 of the foregoing cases microcephaly was 
present also. Four of these mothers had had German 
measles in the first month of pregnancy, 19 in the 
second month, 8 in the third month, 2 in the fourth 
month, and 1 mother each in the fifth, sixth, and 
eighth months; in the remaining cases the duration 
of pregnancy at the time of infection was not deter- 
mined. In 3 of the cases in which the infant born 
subsequently was normal, the mothers had contract- 
ed the disease in the second, fourth and sixth months 
of pregnancy, respectively. In the 2 cases in which 
the German measles was contracted less than a fort- 
night before conception, the offspring were apparent- 
ly normal. 

Among the 16 remaining cases there were 8 of 
measles in which 2 of the babies were abnormal; 3 
of mumps in which all of the babies had defects; 2 
of varicella with 1 baby malformed; 2 of herpes zoster 
in which both babies had abnormalities; and 1 case 
of scarlet fever with a defective child. 

SAMUEL J. Focetson, M.D. 
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MISCELLANEOUS 


Hurst, J. G., Taylor, H. C., Jr., and Wiener, A. S.: 
Individual Blood Differences in Relation to 
Pregnancy, with Special Reference to the 
Pathogenesis of Pre-Eclamptic Toxemia. Blood, 
J. Hemat., 1946, 1: 243. 

The isoimmunization theory of the pathogenesis 
of pre-eclamptic toxemia, i.e., that isoimmunization 
of the mother to the agglutinogens in the red cells of 
the fetus causes eclampsia, was advanced by Dienst 
in 1905 and again by McQuarrie and Ottenberg in 
1923, only to be discredited by later investigators. 
According to these earlier investigators, a defect in 
the placenta would allow the passage of fetal red 
cells into the maternal circulation, and if there were 
present in the maternal serum antibodies (agglu- 
tinins or hemolysins) of high titer for fetal red cells, 
the fetal cells would be clumped and block the mater- 
nal arterioles. Experimental hemolytic transfusion 
reactions produced in animals by the injections of 
blood of other species simulated closely the symp- 
toms and pathological changes of pre-eclamptic 
toxemia, and led to this theory. However, the earlier 
investigators had a limited knowledge of the indi- 
vidual differences in human blood, as they never 
made references to the four standard blood groups. 
The present study by the authors was made in the 
light of modern knowledge of blood grouping. 

A series of 183 normal mothers and their infants, 
together with 35 mothers with toxemia and their 
offspring, were studied to determine (1) whether 
pregnancy itself could cause a rise in isoagglutinin 
titer; (2) whether parturition might cause a rise in 


isoagglutinin titer; and (3) in cases of toxemia, 
whether there was a greater incidence of incompati- 
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bility between mother and fetus, a higher titer of 
isoagglutinins at labor, or a greater rise of this titer 
following delivery. 

This study included investigation of standard 
blood groups, subgroups, M-N types, Rh types, and 
Hr reactions. Blood was taken at various times be- 
fore delivery from the mother, at the time of delivery 
from mother and infant (umbilical cord blood), and 
8 days postpartum from the mother. In all cases 
anti-A and/or anti-B isoagglutinin titers were deter- 
mined, and in the cases of Rh-negative women, Rh 
antibody titers were determined. 

These investigations showed that pregnancy does 
not ordinarily stimulate a rise in isoagglutinin titer; 
titers of the isoagglutinins anti-A and anti-B in preg- 
nant women at term do not significantly differ from 
titers in normal adult male donors. There was found 
a slightly higher incidence of incompatible blood 
groups in the infants of 31 mothers with toxemia 
(29%) than in a series of 166 infants of mothers 
without toxemia (22.3%), but the difference was not 
considered statistically significant. That under cer- 
tain circumstances, particularly eclampsia, parturi- 
tion in a woman whose infant has incompatible 
blood can stimulate a rise in the maternal isoagglu- 
tinin titer was borne out in observations on 6 of 9 
mothers with toxemia in whose blood there was 
noted an appreciable rise in isoagglutinin titer. Of 
37 normal mothers whose infants had incompatible 
blood groups only 9 were found to have a significant 
rise in isoagglutinins a week postpartum. With re- 
gard to Rh incompatibility, no correlation was found 
between this factor and toxemia. The data obtained 
also were mentioned incidentally as supporting the 
theory of the heredity of both the Rh blood types 
and the Hr factor. Puiip B. Cuase, M.D. 
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Olovson, T.: The Sedimentation Rate in Hyperne- 
phrosis (Die Senkungsreaktion beim MHyperne- 
phrom). Acta. chir. scand., 1946, 93: 503. 

The occurrence of an extremely high sedimenta- 
tion rate in hypernephroma is generally known. It 
is less generally known that a low or even normal 
sedimentation rate may exist in some cases. The 
author gives an account of the sedimentation rate 
in 109 operative cases of hypernephromas verified 
by histological examination. The results of the 
studies are summarized as follows: 

Nearly one-third of the cases showed a low sedi- 
mentation rate, under 20 mm. Cases with’a normal 
sedimentation rate were more numerous than cases 
with an extremely high sedimentation rate, above 
100 mm. 

The sedimentation rate bears no proportion to the 
size of the tumor. Not infrequently does one find a 
low sedimentation rate associated with very large 
tumors. Tumors weighing 1,200 gm. with a normal 
sedimentation rate have been observed. Small 
tumors may be associated with a high sedimentation 
rate, old tumors with a rather low sedimentation 
tate. Cases with fever and without infected urine 
usually have a considerably high sedimentation 
rate. The sedimentation value in cases with fever 
may often vary considerably during the develop- 
ment of the condition. The sedimentation rate in 
cases with metastases is usually raised considerably 
but a low sedimentation rate may also occur. 

K. Narat, M.D. 


Piccinini, P.: Early Metastases of Hypernephroma in 
the Third Metacarpal Bone, of Pulsating Char- 
acter (Metastasi precoce, unica, di ipernefroma a 
carattere pulsante, del III metacarpo). Amn. ital. 
chir., 1943, 22: 

A case of metastases of a hypernephroma in the 
right third metacarpal bone is reported by the author. 
A man 58 years of age was admitted on account of 
pressure symptoms and pains in the right wrist. A 
tumefaction on the dorsal aspect of the wrist had a 
hard, elastic consistency and was pulsating in the 
same rhythm as an abnormal artery located above 
the tumor. Roentgenograms disclosed an extensive 
osteolytic process at the base of the third metacarpal 
bone and a slight marginal erosion at the base of the 
fourth metacarpal bone. 

The patient was operated on under dilaudid sco- 
polamine basal anesthesia, supplemented by a local 
injection of novocain, and followed by an intra- 
arterial injection of 12 c.c. of a 1 per cent solution of 
novocain into the radial artery of the affected ex- 
tremity. Uroselectan was injected for the purpose of 
arteriography. In this manner a marked vascular- 
ization of the tumor was demonstrated. A biopsy 
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established the diagnosis of hypernephroma. An ex- 
cision of the tumor was refused by the patient. 
Arteriography excluded the presence of an aneur- 
ysm. Endarterial anesthesia eliminated the painful 
spasms which frequently follow arteriography. 
Because of the abundance of blood vessels in a 
hypernephroma and its tendency to invade them, 
this tumor frequently produces metastases in the 
bones, but usually such secondary tumors are lo- 
cated in bones which are rich in vascular lacunae, 
such as the skull, clavicles, vertebrae, sternum, and 
ribs. The author was unable to find in the literature 
a report of metastases of hypernephroma in the 
metacarpal bones. Josepu K. Narat, M.D. 


Ekman, H.: Displacement of the Kidney Conse- 
quent upon Spontaneous Perirenal Hematoma. 
Acta chir. scand., 1946, 93: 531- 


Two cases of spontaneous perirenal hematoma 
caused by chronic myeloid leucemia and hyperne- 
phroma are reported; in each one there was a dis- 
placement of the kidney. The author reviews a series 
of similar cases collected from the literature and dis- 
cusses the mode of spread and distribution of the 
hematomas, both in the kidney bed and retroperi- 
toneally. 

The term, spontaneous perirenal hematoma, is 
used to describe an accumulation of blood located in 
the immediate vicinity of the kidney, and to a great- 
er or lesser degree completely surrounding it. Some 
observers limit this term to cases in which either the 
kidney or the tunica fibrosa is the source of the 
bleeding. 

Renal causes of this spontaneous bleeding are: 
hydronephrosis, glomerulitis, tuberculosis of the kid- 
ney, aneurysm, atherosclerosis, hypertension, throm- 
bosis of the renal vessels, renal infarction, periarter- 
itis nodosa, and renal tumors. Pathological condi- 
tions in the retroperitoneal vessels, retroperitoneal 
tumors, and diseases of the blood are important 
extrarenal causes of perirenal hematomas. 

In both of these groups, the pathogenesis of the 
hemorrhage is related to structural change in the 
blood vessels. In from 15 to 20 per cent of these 
cases, no cause of the hemorrhage can be demon- 
strated. The symptoms include emesis, abdominal 
pain, tenderness, muscular rigidity, and mass in the 
kidney region; and the differential diagnosis includes 
the possibility of appendicitis, ileus, or a perforated 
peptic ulcer. 

Roentgen examination is of assistance in diag- 
nosing perirenal hematomas. The hemorrhagic ef- 
fusion into the perirenal fat is visualized in flat plates 
of the abdomen as a shadow of increased density in 
the kidney region, with more or less complete oblit- 
eration of the outlines of the kidney and psoas shad- 
ow. The presence of small hematomas or subcapsular 
hematomas (those situated between the parenchyma 
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and tunica fibrosa) sometimes causes the kidney 
shadow to appear enlarged, with more or less irreg- 
ulay outlines. Lumbar scoliosis, concave toward the 
affected side, is sometimes observed. There is also 
occasional limitation of diaphragmatic excursion, as 
well as moderate pleural effusion, on the affected 
side. In those cases of large perirenal hematomas 
with a greater accumulation of blood on one side of 
the kidney than on the other, kidney displacement 
may occur. It issometimes difficult to decide whether 
an observed abnormal location of a kidney is due to 
perirenal hematoma or to congenital heterotopia. 

When perirenal bleeding occurs, the manner in 
which the blood extravasates, and the localization of 
the largest amount of blood are decided by the loca- 
tion of the bleeding point, or area, the blood pressure, 
and the thickness and structure of the fatty capsule 
and the renal fasciae. Cadavers have been used to 
elucidate the pathway of effusion spreads in the kid- 
ney region. A fine barium emulsion was injected 
under a pressure of from 75 to 100 mm. Hg. In one 
set of experiments the point of the needle was in- 
serted between the fibrous capsule and the renal 
fascia; in another set, between the retrorenal fascia 
and the fascia covering the anterior surface of the 
quadratus lumborum and psoas major muscles. The 
following are the observations made in the first set 
of experiments: 

The contrast medium accumulated in the loose, 
fatty layer around the kidney; then-it spread, with- 
out hindrance, between both layers of the renal 
fascia, reaching upward as far as the diaphragm and 
downward toward the true pelvis. The diffusion be- 
came more irregular in outline in the loose tissue of 
the true pelvis. Although the anterior and posterior 
layers of the renal fascia unite at a definite point 
lateral to the kidney, this junction did not constitute 
any barrier to the spread of the contrast medium in 
a lateral direction, the barium sometimes being 
pressed out into the abdominal wall between the 
transversalis fascia and the transversus muscle. 
Spread medialward was not accomplished as easily. 
The contrast fluid could not be pressed over the mid- 
line to the opposite side, except low down at the inlet 
of the pelvis. According to the findings of this in- 
vestigation, the fascial investment of the kidney 
opens only in a downward direction. It was also 
found that the anterior layer of the renal fascia 
becomes attached to the vertebral bodies and inter- 
vertebral discs a short distance in front of the pos- 
terior layer attachment. The attachment of the 
anterior layer is firm and in all probability consti- 
tutes the real barrier to the spread of fluids in a 
medial direction. Yet, according to statements in a 
number of textbooks of anatomy, it is stated that 
the fascia surrounding the kidney opens both me- 
dially and caudally. However, pus in cases of peri- 
nephritis or blood in cases of perirenal hemorrhage 
rarely spreads across the midline to the opposite side. 

In the surgical notes and autopsy records which 
have been published, descriptions of the distribution 
of perirenal hematomas have not been sufficiently 


exact. An especially large accumulation of blood is 
often found on the dorsal surface of the kidney de- 
spite the fact that the source of the bleeding may not 
be on this side; smaller quantities collect between 
the anterior surface of the kidney and the perito- 
neum. This is said to be due to the fact that the 
layer of fat is thicker on the dorsal side of the kidney 
than on the anterior aspect, and because of the fixa- 
tion relations between the kidney and peritoneum. 
The hematoma can also sink in a dorsal direction in 
seriously ill patients who have been bedridden for a 
long period. The hematoma can spread cephalad 
and caudad for quite a distance, between the two 
layers of the renal fascia. The spread can take place, 
without difficulty, in a lateral direction as well, since 
the junction of the anterior and posterior layers oi 
the renal fascia is easily separated ; however, diffusion 
across the midline in a medial direction is rare. In 
cases of subscapular hematomas, the blood accumu- 
lating under the tunica fibrosa causes an irregular 
kidney shadow in the roentgenogram. If the size of 
the hematoma increases, rupture of the capsule oc- 
curs with extravasation into the perirenal fat. The 
displacement of the kidney in these cases, to a cer- 
tain extent, furnishes a guide to the location of the 
bleeding point, since the kidney is generally dis- 
placed away from this area. The total number oi 
cases of spontaneous hematoma mentioned in th 
literature to date is about 300. Among the cases 
gathered by the author, the number of craniocaudal 
displacements was much less than the number oi 
cases wherein displacement had occurred either me- 
dially or laterally. EvGEneE J. Aupt, M.D. 


Bonino, M.: True Aneurysms of the Renal Artery 
(Gli aneurismi veri delle arterie renali). Minerva 
med., Tor., 1946, 1: 188. 3 

Prefacing his paper with a review of the literature, 
the author discusses the validity of classifying 
aneurysms of the renal artery in terms of true, and 
false or traumatic aneurysms. He contends that the 
term should be reserved for the first category alone, 
namely, true aneurysms, with two etiological fac- 
tors: weakening of the vessel wall and elevation of 
pressure. 

A 66 year old housewife entered the hospital with 

a history of colicky pains in the left flank of 14 

years’ duration. These occurred at intervals of 3 or 

4 months and were associated with gastrointestinal 

disturbances. No urinary symptoms or signs were 

noted. The general condition was good. Urinalysis 
showed only a trace of albumin. Differential study 
of the individual kidney function by the retrograde 
method showed a slightly diminished excretion on 
the left side with occasional red and white cells. 
Roentgenological examination showed a small cir- 
cular opacity situated at the angle formed by the 
pelvis with the superior calyx of the left kidney. At 
operation the upper half of the left kidney gave evi- 
dences of atrophy with perinephritis. A small round 
structure was palpated and found to be an aneurysm. 
Ligation was accomplished, leaving the kidney 
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otherwise intact. The postoperative course was un- 
eventful. 

The author concludes that the classical diagnostic 
triad of pain, hematuria, and palpable tumor mass 
is not sustained, and that the diagnosis must rest 
upon the type of pain and roentgenological confirma- 
tion. The prognosis is relatively benign, although 
atrophy of the involved kidney is a constant finding. 
The treatment is clearly surgical and should be 
directed toward resection of the sac with conserva- 
tion of the kidney. Care should be taken to ascer- 
tain the functional condition of the opposite kidney 
before the surgical attack is made. 

Epita B. Farnsworts, M.D. 


Gilbert, J. B.: Papilloma of an Ectopic Kidney. 
J. Urol., Balt., 1946, 55: 445. 


The author’s study includes the report of a per- 
sonal case of pelvic. ectopic kidney containing a 
papillary tumor, and a review of 22 cases from the 
literature of tumors in 17 ptotic and 5 ectopic kid- 
neys. Both conditions are considered together, as 
the urologist is confronted clinically with the prob- 
lem of diagnosis and treatment of a low abdominal 
or pelvic kidney—the accurate differentiation of 
which is often determined only after surgical ex- 
ploration. 

Tne case reported is that of a 73-year-old male 
patient who suffered an intermittent hematuria ‘for 
a period of 3 years. Pyelography demonstrated some 
irregularity of the renal pelvis suggesting invasion of 
a papillary tumor in the renal pelvis. At operation, 
the 165 gm. kidney was found lying on the sacral 
promontory. The blood supply was extensive and 
anomalous, and a benign papilloma in the renal pel- 
vis was revealed. Some 14 months later, a small 
papillary tumor was fulgurated and treated with 
radon seeds at the ureteral orifice, on the side from 
which the kidney had been removed. After a period 
of 4% years a minute papilloma on the posterior wall 
was successfully destroyed by electrocoagulation. 

Of the cases reviewed, 7 patients were males, 13 
were females, and in the remaining 2, the sex was not 
stated. The right side was involved ten times and 
the left side, nine times; in 3 cases the side was not 
stated. The average duration of symptoms was 17 
months before diagnosis was made Tumors of the 
gastrointestinal tract, and of the pelvic organs in 
women were most often confused with these primary 
renal neoplasms. The roentgen-ray diagnosis was 
obscured twice; once due to the presence of calculus 
and again due to diffuse calcification in a hyper- 
nephroma. Associated familial anatomical defects 
were recorded only twice. 

The following histological distribution was found 
in the 21 renal new growths reported: sarcoma, 3; 
epithelioma, 4; carcinoma, 5; hypernephroma, 8; 
carcinoma of the renal pelvis, r. 

The longest postoperative survival reported is the 
5-year “‘cure”’ of the papilloma in the personal case, 
while another is a 4-year survival after removal of an 
epithelioma. Rosert Lich, Jr., M.D. 


Rios, P., Cord6n, I., and Moncada, A.: Tumors of 
the Renal Pelvis (Tumores de pelvis renal). Arch. 
espan. urol., 1946, 2: 377. 

Tumors of the renal pelvis are rare in comparison 
with renal tumors and are found more commonly in 
males between the ages of 40 and 60 years. These 
growths have a preference for the right side. 

The etiological factors are as follows: (1) lithiasis, 
(2) congenital malformations, and (3) infection. 

The author classifies these tumors into three main 
pathological groups: (1) epithelial tumors, (2) con- 
nective tissue tumors, and (3) embryonal tumors. 
There are two types of epithelial tumors, namely, 
papillary and nonpapillary. The papillary tumors 
are the papillomas, papillary epitheliomas, and 
papillary carcinomas. The nonpapillary tumors are 
the alveolar carcinomas and squamous carcinomas, 
sarcomas, rhabdomyomas, myxomas, angiomas, and 
fibromas. Most of the renal pelvic tumors are de- 
rived from the mucosa and cause obstruction result- 
ing in dilatation of the pelvis and atrophy of the 
renal parenchyma with hemonephrosis as a common 
finding. 

There is a typical symptomatology consisting of: 
(1) pain, which is related at times with the hematuria 
which it precedes and is not influenced by movement 
or rest; (2) hematuria, which is total, without pain, 
spontaneous, frequently accompanied by profuse 
clots, and during rest periods becomes microscopic; 
and (3) renal enlargement, which is due not so much 
to growth but to hydronephrosis or hematonephro- 
sis. It is seen late in the retroperitoneal region, it is 
hard and can be displaced by diaphragmatic move- 
ments; it is responsive to percussion. Other findings 
are microhematuria, albuminuria, cell or cylindrical 
casts, and fever, cachexia, and anorexia in the final 
stages. 

The prognosis in papillary carcinoma is grave as 
this type is the most malignant of the papillary 
tumors, while of the nonpapillary type the epithelial 
tumors are the most malignant, and metastasize to 
the ureter, bladder, liver, pleura, lungs, and bones. 
The papillary epithelial tumors are benign although 
they may become carcinomatous. 

The treatment is surgical removal except in in- 
operable cases and remissions, in which radiation 
therapy may be used. Artuur F’. M.D. 


Boehm, G.: The Effect of the Sympathetic and 
Vagus Nerves on the Activity of Human Ureters 
(L’Azione del simpatico e del vago sull’attivita 
dell’uretere umano). Arch. ital. urol., 1944, 21: 3. 


The effect of the sympathetic and vagus nervous 
systems on the human ureter was studied by the 
author by means of intramuscular injections of 
adrenalin, which served as a sympathicomimetic 
drug, and acetyicholine hydrochloride, which was 
used for stimulation of the vagus nerve. The pres- 
sure within the ureters was recorded before and at 
various times after the injections. 

From his experiments the author draws the con- 
clusion that the sympathetic system stimulates, and 
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the vagus system inhibits, the function of the ure- 
ters. All segments of the ureter respond to the stim- 
ulation or inhibition of both nervous systems. 
Josern K. Narat, M.D. 


Ribeiro, F. E.: Ureterocele (Ureterocele). Rev. brasil. 
cir., 1946, 15: 29. 

Approximately 153 cases of ureterocele have been 
published in the literature. Various terms have been 
applied to the cystiform formation at the vesical end 
of the ureter, such as cystic dilatation, intermittent 
cystic dilatation, ureteral phimosis, intravesical ure- 
teral cyst, pseudocystic dilatation of the vesical ex- 
tremity of the ureter, ureterovesical cyst, cystic de- 
generation of the ureteral orifice, ballooning of the 
ureteral orifice, hernia of the ureter, procidencia of 
the ureteral wall, and vesical ureterocele. 

The author reports a case of unilateral ureter- 
ocele in a 28 year old patient, corresponding to the 
type A case of Gutierrez’s classification. 

The etiology of ureterocele is still a subject of dis- 
cussion. The frequency of the condition on both 
sides, its tendency to appear in adolescents, and its 
frequent association with other urogenital malfor- 
mations point to a congenital origin. Malformations 
of the trigonum, an excessive length of the ureteral 
submucosa, and hypoplasia of the mucosa in the vi- 
cinity of the orifice have been mentioned as impor- 
tant factors. Occasionally the condition may be ac- 
quired following cystitis, with a resulting infiltration 
of the mucosa and an ultimate fibrosis and stenosis of 
the ureteral orifice. A paresis or paralysis of the 
peristaltic activity of the intravesical portion of the 
ureter caused by inflammatory processes may be a 
contributing factor. 

The dominating symptoms of ureterocele are those 
of a blockade of the urinary flow, occasionally fol- 
lowed by symptoms of infection. 

Cystoscopic and urographic examinations are im- 
portant diagnostic measures. 

The condition can be eliminated by endoscopic 
surgical methods, or by short wave electrocoagu- 
lation or fulguration. 

The author employed ureteromeatotomy. The 
procedure was painless and produced good results. 

JoserH K. Narat, M.D. 


BLADDER, URETHRA, AND PENIS 


Lattimer, J. K.: Late Erosion of Shell Fragment 
into the Bladder. J. Urol., Balt., 1946, 55: 483. 


The author reports the interesting account of a 
22-year-old soldier who, after having been struck by 
a shell fragment which lodged i in the tissue between 
the colon and bladder, remained objectively and sub- 
jectively quiet for a period of 8 weeks. After this 
interval, during a five day period, the metallic frag- 
ment eroded into the bladder and became coated 
with calcium, and this sudden development was asso- 
ciated with extreme urinary urgency. The urgency 
subsided immediately upon removal of the fragment 
transurethraily. A similar instance of delayed vesi- 
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cal erosion is mentioned by the author as having been 
reported during World War I by Fullerton; however, 
ia this earlier case the sudden erosion occurred on the 
twelfth day after injury. Rosert Licu, Jr., M.D. 


GENITAL ORGANS 


Hendrickson, F. C.: Topical Use of Clotting Agents 
in Surgery of the Prostate Gland. J. Urol., Balt., 
1946, 55: 613. 

The use of the Foley-Hendrickson hemostatic bag 
along with thromboplastin is discussed in a total of 
562 cases of prostatectomy done either by supra- 
pubic or transurethral methods. 

The bag for use in transurethral prostatectomy 
must embody several fundamental principles: 

1. The bag must be large enough to more than fill 
the prostatic cavity so that pressure will be made at 
the rim of the cavity and permit retention of the 
thrombotic agent in it. 

2. The bag must be fluted to permit ease of intro- 
duction into the bladder. 

3. The caliber of the catheter should be such that 
resistance of the walls permits the evacuation of 
vesical clots and prevents compression of the cathe- 
ter upon inflation of the bag. The author’s catheter 
obtains a semirigid wall by the use of a wire coil. 

In only 6 instances during 428 transurethral re- 
sections was it necessary to return the patient to the 
cystoscopic room on the operative day for evacua- 
tion of retained vesical clots. This the author at- 
tributes to the use of a good evacuating catheter. 

The method of introducing the thrombotic agent 
into the prostatic cavity for the effective control of 
bleeding is accomplished as follows: 

1. During the instillation of the hemostatic agent 
the bag should be relaxed to prevent reflux of the 
agent into the posterior urethra. 

2. Air will distend the bag more quickly than 
water, but an old bag will often leak air and not 
water; therefore the injection of a small amount of 
water will prevent deflation of the bag. 

3. Not all the clotting agent should be instilled 
at once but rather about 2 c.c. every 2 minutes until 
the bleeding ceases. The conduit is plugged to pre- 
vent the reflux of blood with subsequent clotting and 
plugging of the conduit. 

4. Traction is placed on the bag by the use of a 
rubber band (4 by 100 mm.) attached to the butt of 
the catheter and knee by means of a loop of adhesive 


tape. 

The blood loss calculated during the first half hour 
postoperatively was estimated at 38 c.c. in the con- 
trol group as compared to 11 c.c. when the Foley- 
Hendrickson bag was used in conjunction with 
thromboplastin. 

In suprapubic prostatectomy the Foley-Hen- 
drickson bag has been used in conjunction with 
thrombin in 40 instances. Hemostasis in these 
cases was better than when the Hagner bag was used 
alone, but not perfect. The author found that a 
Hagner bag covered with a light weight infant sock 
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soaked in thromboplastin afforded infinitely better 
hemostasis with the added advantage that the sock 
covered bag could be removed in 24 hours without 
inducing secondary hemorrhage so long as the cot- 
ton sock was well saturated with thrombin at its in- 
stitution. The thromboplastin afforded a dual pur- 
pose: (1) it effected hemostasis and (2) it permitted 
early removal without inciting a secondary hemor- 
rhage. 

The only difficulty encountered was the removal 
of the covered bag and it was found necessary to 
leave the suprapubic wound widely open. This was 
turned to advantage by using the method advocated 
by Franklin Jonson, in which the bladder purse- 
string suture and the fascial sutures are left untied 
until hemorrhage is controlled, and then, after the 
bag is out, the bladder and wound are closed by tying 
the operatively placed but untied sutures. 

The thromboplastin saturated cloth cover Hagner 
bag has been used by the author in 48 suprapubic 
prostatectomies with a distinctly diminished post- 
operative blood loss and a shorter as well as less 
troublesome convalescence. 

RoBert Lica, Jr., M.D. 


Huggins, C.: Prostatic Cancer Treated by Orchid- 
ectomy. J. Am. M. Ass., 1946, 131: 576. 


The early evidence of clinical improvement fol- 
lowing orchidectomy includes, among other effects, 
the relief of pain, improved appetite with gain in 
weight, decrease of anemia and of size, and some- 
times the disappearance of the primary tumor and 
of the metastases. In 1 patient there was relief of 
paraplegia. Similar cases have been described by 
Nesbit and Cummings and by Clarke and Viets. 

In the laboratory, improvements of the disease 
after antiandrogenic therapy may be detected through 
changes in the acid and alkaline phosphatase activ- 
ity of the serum. Kearns has also demonstrated a 
striking decrease in the sedimentation rate of the 
blood after estrogen administration. 

Five patients survive the 5 year period; 1 man has 
a slowly growing tumor, while in 4 of these patients 
the author was unable to detect activity of the 
tumor. It is true that an occasional untreated pa- 
tient with prostatic cancer will live more than 5 
years, although in such a patient the tumor does not 
regress but remains in a slowly growing state. An 
explanation for prolonged survival in some un- 
treated cases must lie in spontaneous androgenic 
deficiency through accidental physiological failure of 
androgen production. 

It is still impossible to predict the course of the 
disease following orchidectomy at this time. With 
respect to the 4 patients surviving 5 years after 
orchidectomy and with great involution of the neo- 
plasm, their ages ranged from 63 to 80 years. One 
patient had only moderately advanced carcinoma- 
tosis, while in 2 men the disease was far advanced 
and 1 patient was moribund. Therefore, the extent 
of the lesion is not of great moment. Two factors are 
apparently of significance in determining the effec- 
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tiveness of orchidectomy: the tumor must be andro- 
gen dependent, and the testis must contribute func- 
tionally significant amounts of the total production 
of androgen. It has been established that human 
prostatic cancer may be or may become independent 
of androgens. This evidence is based on the removal 
of the adrenal glands in men who have had a relapse 
after an orchidectomy induced remission, life being 
supported by adrenal substitutive therapy. Here 
the androgens were apparently abolished, as de- 
termined by the excretion of 17-ketosteroids and 
urinary comb growth androgens, yet the cancer fol- 
lowed its unfavorable course. It is known that cas- 
tration does not cause the epithelial cells of the nor- 
mal prostate to disappear; they merely shrink and 
remain functionally quiescent. 

The question of supplemental therapy arises in 
patients with an unfavorable response to orchidec- 
tomy. It can be easily demonstrated that the addi- 
tion of estrogen to a small number of patients in re- 
lapse will cause improvement. 

The beneficial effects of estrogen in the author's 
experience have not been prolonged, nor has he en- 
countered any other agent which would greatly bene- 
fit the patient following postorchidectomy failure. 

An important consideration of the effect of relapse 
after orchidectomy in disseminated prostatic cancer 
is the disappearance of certain metastases and re- 
appearance of lesions in other areas. This phenome- 
non occurred twice in the present series. It was 
observed most clearly as cutaneous metastasis and in 
bone. Orchidectomy had apparently injured the 
cancer cells so severely in certain areas that they 
did not again become active. 

It has previously been demonstrated that pros- 
tatic cancer sometimes grows more rapidly in meta- 
stases in the bone marrow and lymph glands than in 
its primary location. In 4 of the 15 fatal cases in 
the present series the primary neoplasm became soft 
and remained clinically atrophic while the disease 
grew in its metastatic location to cause death. 

Although the effects of orchidectomy on prostatic 
cancer are at times very profound and prolonged, it 
is premature to suggest that any one of these pa- 
tients has been cured. Joun A. Loer, M.D. 


Millin, T.: Retropubic Prostatectomy. Proc. R. Soc. 
M., Lond., 1946, 39: 327. 

Millin states that in 85 cases of prostatic disease, 
excluding fibroses, he has had better results by using 
retropubic prostatectomy than withany other treat- 
ment. He turned to the retropubic approach after 
noting the excellent exposure of the prostate during 
cystectomies. It is a perineal type of prostatectomy 
performed well away from the rectum and sphincter. 
The important nerves and arteries are situated 
posteriorly, and so the anterior aspect approach per- 
mits access to the gland without damage to struc- 
tures other than the veins. The ejaculatory ducts 
are less liable to damage than in the perineal op- 
eration. No important structures need to be sac- 
rificed. Venous bleeding is negligible with the 
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author’s technique. Three arterial anomalies, the 
accessible pudendal artery, the dorsal artery of the- 
penis, and the aberrant obturator artery, should be 
known and watched for. The classical transvesical 
procedure entails divulsion of the internal sphincter. 
In the retropubic operation the sphincter is not 
harmed. A reasonable amount of seminal fluid is 
ejaculated after retropubic prostatectomy. 

In cases with marked prostatic symptoms, unin- 
fected urine, small residual urine, and an enlarged 
gland palpable rectally, Millin estimates the blood 
urea estimation, and resorts to intravenous urog- 
raphy and cystourethroscopy. The appropriate 
operation, either resection or prostatectomy, is then 
performed immediately. In cases of acute retention, 
the author employs a urethral catheter combined 
with forced fluids and sulfonamide drug therapy. In 
cases of chronic retention, he performs a slow cathe- 
ter decompression for 24 hours and then intermit- 
tently releases intravesical fluid every 2 hours, 
which he considers to be more physiological than 
keeping the bladder constantly empty. If renal 
function is not good after 10 days, cystostomy is per- 
formed. The author performs cystostomy in cases 
of gross urinary infection and very poor renal func- 
tion. When a vesical calculus is present, it is re- 
moved either at a preliminary cystostomy or at the 
time of retropubic operation. A vesical diverticulum 
is ordinarily no contraindication to retropubic 
prostatectomy, and difficult diverticula are best let 
alone at all times. In cases of calculous prostatitis, 
a two stage retropubic prostatectomy is performed. 

For anesthesia the author prefers pentothal induc- 
tion, followed by gas oxygen or cyclopropane. In 
poor risks he utilizes abdominal block, subcapsular 
infiltration of the prostate, and cyclopropane or pen- 
tothal during the enucleation. He dislikes spinal 
anesthesia. 

A short midline incision is made after preliminary 
cystourethroscopy. The author’s modification of the 
Legueu retractor is employed. After exposing the 
gland he packs 18 in. of 6 inch gauze roll into each 
lateral recess, i.e., between the lateral aspect of the 
prostate and the levatores ani. Ten cubic centi- 
meters of 1 per cent procaine, to which 3 minims of 
adrenaline (1/100) have been added, are now in- 
jected into the gland subcapsularly. This opens up 
a plane of cleavage and, he believes, helps to mini- 
mize bleeding. The three underrunning sutures to 
control the veins are now placed; the ends of the 
sutures are left long, and held with hemostats. 
Then a very short vertical nick is made through the 
fascia and true capsule, and special L-shaped cap- 
sule forceps are inserted, one on each side, to clamp 
any veins not controlled by the stay sutures. A 
transverse incision is then made, either with a scal- 
pel or the diathermy knife, proximal to the clamps. 
A T-shaped clamp is then applied to the edge of the 
proximal flap, to control the small artery which is 
usually severed in the midline. Three stay sutures 
are now applied to the proximal flap, one in the mid- 
line and one at each extremity. The clamps are re- 
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moved, and any individual veins which are still 
bleeding are seized with hemostats and coagulated. 
The false capsule is then opened with a deep inverted 
V incision. 

This is stripped back off the adenoma, which is 
also cleared distally and laterally with Devine’s 
chisel pointed scissors curved on the flat. The 
urethra is deliberately cut across distal to the lateral 
lobes, and the latter then enucleated with the right 
index finger from below upward. A second finger 
at this stage of turning the lobes upward is often 
useful. It is very rarely necessary to utilize a finger 
in the rectum. Mechanically, the enucleation is far 
sounder than in the transvesical techniques in that 
the finger is working at right angles to the urethra, 
and not in the long axis of a cone. There is no danger 
of avulsing a strip of membranous urethra. When 
the lobes have been freed distally and laterally they 
are delivered into the wound, and held either with 
the fingers of the left hand or by means of Duval’s 
forceps. The trigone is sponged off the adenomatous 
mass posteriorly, and the bladder neck off it ante- 
riorly, leaving it free except for a cone of mucosa. 
The last is then deliberately cut across distal to the 
bladder neck. A small pack is now placed in the 
prostatic cavity, while the edges of the false capsule 
are picked up with Kocher, Allis, or other appro- 
priate forceps. The pack is removed, and while the 
special model sucker nozzle is applied to the pros- 
tatic cavity, bleeding vessels are visualized and 
caught with hemostats. These are then touched 
with the diathermy needle. The bladder neck is 
palpated, and, if sclerotic, a wedge resection is made. 
A suitable sized Harris catheter is then passed along 
the urethra to enter the prostatic bed. While the 
assistant opens the internal meatus with the spread- 
er, the catheter is guided into the bladder either 
with forceps, or with a stilet. The false capsule is 
then closed with a running suture, with the boomer- 
ang needle. Bleeding should now have ceased. The 
stay sutures are now tied together, midline to mid- 
line, right to right, and left to left, after the upper 
blade of the retractor has been loosened or removed. 
The retropubic space is dusted with sulfanilamide 
powder, and the wound is closed routinely with a 
small corrugated drain down to the suture line. 
When the venous ooze has not been adequately con- 
trolled, a cigarette drain of gauze is preferred to the 
rubber drain. (The author has had recourse to this 
3 times.) 

After bilateral vasectomy, the catheter is syringed 
out with flavine 1/6000, the eyes being suitably ad- 
justed to be just within the bladder. The catheter 
is fixed with silkworm gut sutures to the penis. The 
whole operation need not exceed half an hour, and 
is frequently completed in less than 20 minutes. 
Four ounces of 3.8 per cent sodium citrate solution 
are left in the bladder, and the catheter is spigoted. 
One hour after the patient returns to bed the spigot 
is released to verify that the catheter is draining, 
which being so, it is again spigoted. One hour later 
the spigot is removed, and the catheter is connected 
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via sterile tubing to a bottle at the side of the bed. 
The drain is removed on the third day and the 
catheter is withdrawn on the fifth day. The minimal 
amount of postoperative urine infection is note- 
worthy. The author does not find topical thrombin 
or fibrin foam of value. 

As for postoperative complications, 4 cases of 
secondary hemorrhage and 2 cases of pyelonephritis 
were encountered among 85 cases. Ina few cases post- 
operative urinary leakege occurred, but it cleared up 
easily. No case of even temporary incontinence has 
been encountered. Four deaths have.occurred. In 
comparing the retropubic operation with other ac- 
cepted techniques, this operation is technically far 
easier to master than either the perineal or the trans- 
urethral. The mortality is less than that of any 
other, excluding perhaps the transurethral. The 
postoperative course is easier than that of any other 
type of prostatectomy; hospitalization is far shorter 
than after any other, and the sexual sequelae, such 
as external ejaculation, are better. 

Davin RosEnBxLoom, M.D. 


San F. A.: Varicocele. Am. J. Surg., 1946, 71: 

The old operation of attacking the varices in the 
pampiniform plexus of the scrotum was unsatis- 
factory because (1) the postoperative formation of 
fibrous tissue about the ligated venous stumps was 
bulky and heavy and in many instances became as 
offending as the original varicocele; (2) postoperative 
hematomas were common; (3) frequent postoper- 
ative hydroceles required further operation; and (4) 
the condition was not corrected completely. The 
operation for the cure of varicocele was consequently 
looked upon with disfavor, and in a majority of 
cases it was shunned. Beneventi operated in 28 
cases via the inguinal route, employing the principle 
of preventing venous backflow into the pampiniform 
plexus by ligating the internal spermatic vein at the 
internal ring. The age range of the patients in this 
series was from 18 to 31 years. 

Through a 3 inch inguinal incision running 
slightly above and parallel to Poupart’s ligament, 
the skin, subcutaneous tissue, and Scarpa’s fascia 
are incised and retracted from the underlying ex- 
ternal oblique aponeurosis. The external ring and 
the cord emerging from it are identified. An in- 
cision is then made in the aponeurosis along the 
course of its fibers commencing at a point about 1 
cm. lateral to the ring, leaving the arcuate fibers of 
the external ring intact. The cut edges of the ex- 
ternal oblique muscle are retracted and the inguinal 
canal and its contents are exposed. The cremasteric 
muscle is then incised and the elements of the cord 
are separated. In order to preclude injury to the vas 
deferens and the internal spermatic artery, these 
structures are first identified and retracted out of the 
field of operation. The enlarged and distenaed in- 
ternal spermatic vein or veins are easily identified 
and bluntly separated from the surrounding struc- 
tures. Careful search is then made for the presence 
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of a hernial sac in the region of the internal ring. 
High ligation and excision are carried out if one is 
found. If some slack is found in the transversalis 
fascia, this is taken up with two or three sutures. The 
transversalis fascia and the conjoined tendon are 
sutured to the shelving edge of Poupart’s ligament. 
Kocher clamps are then placed on the offending 
veins and a 1 inch segment of vein is excised. The 
stumps are ligated and the ends are bound together. 
A needle is threaded on the long ends of the ligature 
and the obliterated veins are sutured to the under 
surface of the internal oblique muscle. The elements 
of the spermatic funiculus are then replaced on the 
newly constructed floor of the inguinal canal, and the 
cut edges of the external oblique aponeurosis are 
either approximated or imbricated. 

When no hernial repair has been necessary, the 
patient is allowed out of bed on the second or third 
day. When the combined operation has been done, 
the patient is allowed to remain in bed for 6 days. 
Cotton suture material has been very satisfactory. 
The internal spermatic vein was very often found to 
be doubled or bifurcated. The internal spermatic 
artery is closely associated with the veins in the cord, 
and care must be exercised to avoid injuring it. 
Preoperative backache, testicular pains, and perineal 
and groin pains frequently vanished within 24 hours. 
Seventy per cent of the patients had a postoperative 
period of testicular tenderness for from 2 to 14 days. 
No hydrocele, hematoma, or testicular atrophy 
developed in the series. The varicocele vanished 
completely in from 4 to 8 days in all of the cases. 

Davi RoseEnstoom, M.D. 


De Vincentiis, A.: A Rare Case of Folliculoma of 
the Testicle (Un raro caso di follicoloma del testi- 
colo). Policlinico, sez. prat., 1946, 53: 101. 

A case is reported of a neoplasm of the right tes- 
ticle found in a child of 3 months. The tumor had 
been present at birth and was seen to enlarge until 
it reached the size of a tangerine. The physical 


- examination was negative otherwise and the child 


was in good condition. The involved testicle was 
removed without difficulty and the patient was dis- 
charged in 10 days after an uneventful postoperative 
course. 

The tumor mass weighed 80 gm. The surface was 
smooth and the consistency soft and elastic. The 
cut surface was whitish in color and numerous small 
cystic structures were present. Microscopic exami- 
nation of the stained sections showed these follicle- 
like structures to be lined with epithelium closely 
resembling the granulosa cells of the Graafian follicle 
and filled with a material resembling hyalin which 
stained pale pink with eosin and brown with the 
Van Gieson stain. In the larger cysts, structures 
were seen protruding from the wall, which were 
covered with a thin-layer of the lining epithelium 
and resembled a cumulus oophorus with the devel- 
oping ovum. The stroma consisted of fibroblasts 
which varied greatly in abundance throughout the 
tumor mass. No definite evidence of a malignant 
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character could be noted, nor were there any traces 
found of normal testicular tissue. 

The author cites this case of granulosa cell tumor 
of the testicle as the first recorded. In the absence 
of even hypothetical discussion in the literature, he 
suggests that the tumor could only stem from the 
undifferentiated gonad of early fetal life. This theory 
is supported by a comparison of the findings here 
reported with numerous descriptions of granulosa 
cell tumors in the female reported by other authors. 

Epira B. FarNswortH, M.D. 


Da Silva Horta, J., and Madeira, F.: Testicular 
Chorioepithelioma Accompanied by the Excre- 
tion of Prolan B and ‘Hypophysial Changes 
(Corioepitelioma del testiculo, acompafiado de gran 
excrecién de prolam By de importantes reacciones 
hipofisarias). Arch. espan. urol., 1946, 2: 350°. 


The authors describe a case of chorioepithelioma 
of the left testicle with multiple metastases, gyneco- 
mastia, atrophy of the right testicle, marked in- 
creased secretion of Prolan B, and intense modifica- 
tion in the structure of the hypophysis consisting of 
a large increase of basophilic cells. 

On autopsy a hemoperitoneum of 3 liters, appar- 
ently produced by a metastatic retroperitoneal 
growth about the size of an adult’s head, was found. 
The serum obtained from the hemoperitoneum con- 
tained 120,000 rabbit units of Prolan B, while the 
urine extracted from the bladder during autopsy 
contained 14,300 rabbit units of prolan B. Besides 
the metastatic retroperitoneal growth, metastatic 
growths were found in the liver, spleen, pleura, 
lungs, prostate, and vocal cords. The last, on sec- 
tion, revealed dark red and white areas. These areas 
demonstrated two different histological types—the 
red growths were formed by chorioepithelial cells, 
while the white growths were formed by highly un- 


differentiated cells arranged in glandular form. The 
total number of eosinophil cells were decreased al- 
though in some sections they were found to be in- 
creased. 

The gynecomastia resembled the structure of a 
fibroadenoma, although in other cases of testicular 
chorioepithelioma a glandular hyperplasia was 
present. F. Creotta, M.D. 


MISCELLANEOUS 


Virnicchi, T.: Amebiasis of the Urinary Tract 
(Sull’ amebiasi delle vie urinarie). Arch. ital. urol., 


1943, 20: 223. 


The author repeatedly observed the urinary symp- 
toms in the course of amebic dysentery. In the ma- 
jority of cases the bladder was affected, while other 
parts of the urinary system were involved only in a 
very small percentage of cases. 

The presence of amebae in the sediment, pus, or 
tissues confirmed the diagnosis. 

Primary amebiasis of the urinary tract is very rare 
and its pathogenesis is obscure. 

The infection may spread from the digestive tract 
to the urinary system in four different ways: (1) by 
contiguity from the rectal wall to the urinary blad- 
der; (2) by ascension through the urethra, especially 
in the presence of amebic vaginitis; (3) through the 
lymphatic system; and (4) through the blood vessels, 
either directly or through a retrograde embolism 
from the median hemorrhoidal vein and the posterior 
vesical vein. 

If a urinary syndrome appears in the course of in- 
testinal amebiasis, it is justifiable to suspect that the 
urinary symptoms are due to the specific infection. 
Disappearance or attenuation of the intestinal syn- 
drome exerts a favorable influence on the urinary 
disturbances. Josepn K. Narat, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hudson, R. V., Trueta, J., and Butler, E. C. B.: 
The Treatment of Acute Osteomyelitis with 
Penicillin. Proc. R. Soc. M., Lond., 1946, 39: 371. 


Hupson investigated 400 cases of penicillin 
sensitive infections at various sites in the body. 
Thirty-seven of these cases were acute or subacute 
osteomyelitis. There were no cases of established 
acute traumatic osteomyelitis. Accidental trauma 
had undoubtedly focalized the site of infection to a 
bone in some patients who were carriers of an active 
organism. Surgical trauma was responsible for 20 
per cent of all the cases. The 37 cases were divided 
into 3 groups: acute hematogenous osteomyelitis, 
acute recurrent osteomyelitis, and subacute recur- 
rent osteomyelitis. It was observed that penicillin 
swept the organism from the blood stream and re- 
duced the acute stage to that of a chronic lesion. 
This was true in 34 of the 37 cases. In 13 cases peni- 
cillin alone proved successful. In 7 cases an abscess 
formed and there was no recurrence. In another 7 
cases the dead and infected bone should be removed. 
In r case, the patient was readmitted 3 months later 
for the extirpation of dead bone. In the 6 remaining 
cases, an attempt was made to carry out primary 
surgery following the administration of penicillin. 
This proved highly unsatisfactory. Five of these 
cases presented a persistent chronic sinus and re- 
quired radical surgery. The author believes that the 
administration of 60,000 units of penicillin every 2 
hours gives definitely better results. Local use of 
penicillin as an adjunct to its systemic use made no 
difference in the end results. Primary union has been 
achieved in the face of infection and the dissemina- 
tion of infected material was prevented. Four cases are 
illustrated by roentgenograms. A table is presented 
showing the lesions of bone in 48 cases. A second table 
shows how the cases of osteomyelitis were treated. 

TRUETA reported the results ina series of 30 cases of 
acute osteomyelitis. In cases in which there was no ab- 
scess formation when the treatment was begun, 
penicillin alone cured the disease provided that the 
dosage was adequate and the duration of the treat- 
ment long enough. Cases with abscess were treated 
with penicillin and with surgery which included 
drilling of the bone and primary suture after evacu- 
ation of the pus. Immobilization of the affected 
part was always effected. There was normal func- 
tion in 28 of the 30 cases. Greater improvement 
would be obtained if the patients were admitted 
earlier. Aspiration of abscesses and of the meta- 
physes had been done instead of incision and drilling. 
The evacuation of the pus from within and around 
the bone was an important part of the treatment in 
preventing both local joint involvement and spread 
of the disease through the bone. 


BUTLER considers the treatment of acute osteo- 
myelitis with penicillin under 3 headings: (1) bac- 
teriemia, (2) toxemia, and (3) the bony lesion. 
Repeated quantitative blood cultures were of con- 
siderable value in assessing the immediate prognosis 
in patients suffering from a persistent blood stream 
infection. Among 30 cases it was possible to differ- 
entiate these 3 groups on a basis mainly supplied by 
quantitative cultures. 

Group 1 consisted of 9 cases. The colony counts 
in the blood showed very high figures, from 500 to 
1,000. All of the patients died. 

Group 2 consisted of 8 cases. The colony count 
was above 30. Only 3 of the patients survived. The 
deaths took place after from 3 to 6 weeks from the 
formation of secondary foci in vital organs. 

Group 3 consisted of 13 cases. The low colony 
count was less than 20. There were 3 deaths among 
these patients. 

An average of 100,000 units was given daily for a 
period of from 2 to 3 weeks. The primary focus of 
infection was not interfered with unless there was a 
local collection of pus. Bone lesions should be im- 
mobilized in a splint or reinforced with plaster. One 
case history is presented in which there was complete 
resolution. In 2 of the cases in Group 2 in which 
there was extensive bone infection without abscess 
formation case histories were presented. The re- 
sponse to penicillin therapy was given, but the treat- 
ment did not prevent the destruction of the hip with 
ankylosis nor did it prevent fracture. In 1 case in 
Group 3 in which there was a subperiosteal or intra- 
medullary abscess a case history is presented. Peni- 
cillin was used and the abscess was drained; the 
patient made an excellent recovery. The local use 
of penicillin will sterilize a joint, but the ultimate 
functional result depends on the rapidity of diagnosis 
and on the state of the articular cartilages after the 
infection has died down. 

RicHARD J. BENNETT, JR., M.D. 


Keir, D. M.: Penicillin in Chronic Osteomyelitis. 
Lancet, Lond., 1946, 1: 848. 


In the 6 months following June, 1945, 26 cases of 
chronic osteomyelitis were treated by local surgery in 
conjunction with penicillin. Of these, 6 were due to 
a blood borne infection, and 20 to compound frac- 
tures caused by battle wounds. The sites of infection 
were the femur in ro cases, tibia in 8, humerus in 3, 
fibula in 3, the tarsus in 1 case, and the fifth lumbar 
vertebra in 1. 

At operation all infected granulation tissue was 
excised and the dead bone was removed. This was 
done with minimal disturbance of the healthy bone, 
but in some cases it was necessary to enlarge an 
already existing bone cavity to gain access to a se- 
questrum or to ensure proper drainage. In every 
case an x-ray film was taken into the operating 
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theater as a precaution against overlooking any se- 
questra. A rubber tube % inch in diameter and 
from 6 to 8 inches long was then inserted into the 
cavity and anchored to the skin with a silkworm gut 
suture. The tube had several lateral holes to ensure 
the dispersal of penicillin to all parts of the cavity. 
The wound was then sutured with silkworm gut and 
a dry gauze dressing was applied. The affected part 
was then immobilized in a plaster cast and the 
wound left untouched until the administration of 
local penicillin was stopped. 

The calcium salt penicillin was dissolved in 
saline solution and given either by injection into the 
tube every 3 hours or by continuous drip. The latter 
method was the most satisfactory and required very 
little supervision. The strength of the penicillin 
solution varied from 250 to 350 units per 1 c.c., and 
from 5,000 to 7,000 units were given every 24 hours. 
The total amount of penicillin given depended upon 
the extent and severity of the infection as seen at 
operation. The average dose was 85,000 units. 

Every second day during the administration of 
general penicillin a specimen of the patient’s blood 
plasma was tested to assess its power of inhibiting 
the growth of staphylococci. In every case the plas- 
ma inhibited the growth of a standard (Oxford) 
culture of the organisms in a dilution of from 1:3 to 
1:5, which was considered satisfactory. 

Penicillin was also given by the intramuscular 
route continuously, 100,000 units being given every 
24 hours. The intramuscular needle was changed 
usually after 400,000 units had been given. Only 3 
cases developed evidence of local heat, tenderness, 
and induration. These symptoms subsided rapidly 
after removal of the needle and the application of 
local heat. In no case was the 3 hourly intra- 
muscular injection technique used. Of the 26 cases, 
23 were completely healed in an average of 7 weeks 
and have remained soundly healed for an average 
period of 4% months. The 3 cases in which penicil- 
lin resistant staphylococci were present after the 
cessation of local use of penicillin were still unhealed 
4 months, 6 months, and even 7 months, respectively, 
following operation. 

It was shown that once the staphylococci were 
eliminated, the penicillin resistant group (the Bac- 
terium coli, Pseudomonas pyocyanea, and Bacillus 
proteus) succumbed in a few weeks to such prepara- 
tions as a mixture of euflavine and sulfathiazole 
powder, U.F.I. powder, and alternate dressings of 
the U.F.I. powder and eusol. 

C. FrRep GoERINGER, M.D. 


Brachetto-Brian, D.: Malignant Osteogenic Osteo- 
blastoma with Myeloplaxes (1 osteoblastoma 
maligno osteogénico con mieloplaxas). Rev. As. méd. 
argent., 1946, 60: 223. 


Malignant osteogenic osteoblastoma with myelo- 
a a new variety of malignant osteoblastoma, 
elps one to understand the complex histological 
structures of malignant tumors in the group, and its 
separation from the osteogenic sarcoma and malig- 
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nant giant cell sarcoma eliminates a source of con- 
fusion in the recognition of malignant myelo- 
plaxoma. 

This condition is differentiated from the other 
varieties of malignant osteoblastomas by illustrating 
in its evolution an osteogenic phase and an osteo- 
lytic phase. Although both processes proceed at the 
same time, the osteogenic phase predominates in the 
early stages while the osteolytic phase makes itself 
more evident in the late stages. Pathological frac- 
tures which are encountered in the condition very 
frequently (except in telangiectatic malignant osteo- 
einen are explained by the destruction which 
occurs in the osteolytic phase. 

The presence of myeloplaxes (myeloplaxoblasts 
and myeloplaxocytes) characterizes the growth. 
These cells, although a secondary characteristic, 
represent an important finding with regard to the 
evolution of the neoplasm because they accentuate 
its malignancy through the intense histolysis that 
they exert on the primary growth and in its metas- 
tases. 

Its structure determines its incorporation in the 
group of malignant osteoblastomas. The main 
differentiation followed by the blastomatotic tissue 
is the neoplastic osteogenesis in the primary growth 
or in its metastasis. 

Because of the tendency to rapid growth and the 
fatal outcome the condition should be differentiated 
from the malignant myeloplaxoma or malignant 
giant cell tumor. Artuur F. Crpotta, M.D. 


Shallow, T. A., and Wagner, F. B., Jr.: Pulsating 
Benign Giant Cell Tumors of Bone. Report of 
a Case and Review of the Literature. Arch. Surg., 
1946, 52: 661. 

A case is reported in which there was a tumor just 
below the left knee. There was no injury to the knee. 
The tumor was given adequate treatment without 
improvement. Roentgen ray examination revealed 
a typical benign giant cell tumor, but roentgen 
therapy was not considered preferable preopera- 
tively. The tumor was therefore submitted to sur- 
gery. When it was opened, the cavity was found 
to be pulsating, it was curetted and a large amount 
of bleeding was encountered. The patient made 
an uneventful recovery except for slight anemia. 
He was given a total of 2,024 r., postoperatively. 

Seven months later the patient was readmitted 
because of excessive bleeding and a pulsating wound. 
A second course of roentgen therapy was given, con- 
sisting of 2,131 r.; following this the wound healed 
and the pulsation ceased. 

Ten months following the initial admission, the 
patient was readmitted because the tumor was in- 
creasing in size. A third course of deep roentgen 
therapy was given, consisting of 1,000 r. The con- 
dition of the leg was unsatisfactory and amputation 
was performed. The pathological diagnosis of the 
tumor was benign giant cell tumor. Follow up ex- 
aminations of the patient showed no evidence of 
metastases. 
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During the past 20 years, 17 cases of giant cell 
tumor of bone were encountered, but the present 
case is the only one in which pulsation was noted. 
The differential diagnosis is discussed. 

RIcHARD J. BENNETT, JR., M.D. 


Swinghedauw, P., Bonte, G., and Laine, E.: Sub- 
acute Osteitis of the Atlas following Suppura- 
tion of the Mastoid or of the Lateral Region of 
the Throat (Ostéites subaigués de l’atlas consécu- 
tives a des suppurations mastoidiennes ou latéro- 
cervicales). Rev. orthop., ‘Par., 1946, 32: 43. 

A chronic torticollis following tonsillitis or peri- 
tonsillar abscess may be caused either by a subluxa- 
tion of the atlas on the occipital bone (Grisel’s dis- 
ease) or by an osteitis of the atlas leading to partial 
destruction of the bone. 

The authors report on 3 such cases, 1 after mas- 
toiditis, 1 after an incised throat abscess, and 1 after 
tonsillitis. In all cases a torticollis developed some 
days or weeks after the original infection. X-rays 
revealed subluxation of the atlas, small abscesses, or 
widespread destruction in the bone, and, in 2 of the 
cases, retropharyngeal abscess. All 3 patients re- 
covered completely within a few months without 
intervention. 

The correct diagnosis of these conditions i is often 
difficult, and the cases are frequently mistaken for 
Pott’s disease of the atlas. 

The involvement of the atlas occurs evidently by 
lymphatic spread rather than by contiguity. The 
anatomy of the lymphatics of the region is discussed 
in detail. WERNER M. Sotmitz, M.D. 


Nitter, L.: Arthrosis in the Knee after Meniscec- 
tomy. Acta chir. scand., 1946, 93: 483. 


To summarize the anatomy and function of the 
meniscii briefly, we might say that the meniscii are 
buffers in the knee joint and are composed of fibro- 
cartilage with the blood supply confined to the pe- 
riphery or paracapsular region. Degenerative as well 
as regenerative processes have been observed by the 
author. Seldom does one see a normal meniscus after 
the ages from 35 to 40, and with advancing age, as in 
other parts of the body, arteriosclerosis with conse- 
quent degenerative changes ensues. Total regenera- 
tion in meniscectomized animals as well as in man 
has been demonstrated repeatedly; however, the 
morphological and functional properties of the regen- 
erated meniscus lack structural integrity. 

The author states that some surgeons are advocat- 
ing partial meniscectomy on the hypothesis that the 
presence of the cartilage allays arthrosis by the main- 
tenance of a normal static condition of the joint. 
One surgeon (Weisback) has performed 500 partial 
meniscectomies with only 1 recurrence of the 
arthrosis. 

Healing of the damaged’ meinscus occurs only at 
the periphery because of the abundant blood supply. 
Hemarthrosis following trauma is, according to the 
writer, due to the rich vascularization and is diagnos- 
tic of a peripheral derangement of the semilunar 
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cartilage. The ratio of deranged to fractured menis- 
cii, because of the relative immobility of the internal 
meniscus, is 10 to 1, the greatest vulnerability being 
present during flexion, rotation, and abduction of the 
knee joint. 

Arthrosis, per se, may be precipitated by trauma 
to the meniscus or it may be due to the articular de- 
rangement occasioned by the abnormal position of 
the semilunar cartilage. Continuous episodes of hy- 
drarthrosis, symptoms of blockade, and synovitis 
may evoke arthrosis. Demonstrable monocondylar 
arthrosis involving the homolateral condyle of the 
injured meniscus is pathognomonic of an arthrosis 
antecedent to meniscectomy. 

Other factors resulting in arthrosis are removal of 
a cartilage, simple arthrotomy, faulty loading of the 
joint because of removal of a buffer, and wear and 
tear by direct shearing action on the tibiofemoral 
articulation. 

The author reports 42 cases, 33 in men and g in 
women. Altogether 38 medial and 4 lateral meniscii 
were removed. The injury was caused by indirect 
trauma in 29 cases and by direct trauma in 12. 
Twenty-four of the derangements occurred during 
the practice of some sport. The compression symp- 
toms were predominant in 37 of the patients. Post- 
operatively, no infections were reported, but 1 case 
developed hemarthrosis and required aspiration. 

On re-examination of 35 of the 42 cases, 83 per 
cent presented good results; 4, fair results; and 2, 
bad functional restitution. Roentgenological studies 
of the author’s cases before operation failed to show 
any demonstrable arthrosis. Eleven of his cases 
manifested typical monocondylar and monoarticular 
arthrosis from 6 to 14 years postoperatively; in 
short, 34 per cent of the cases which underwent men- 
iscectomy developed tibial excrescence on the side 
operated upon. 

Arthrotic changes were minimal during the first 
7 years, but it is evident that the longer x-ray exam- 
ination is carried out upon these patients, the higher 
is the incidence of arthrosis. On the other hand, one 
must be cognizant of the physiological arthrosis en- 
countered in the senescent type of arthritis. 

SAMUEL L. GOVERNALE, M.D. 


SURGERY OF THE BONES, JOINTS, 
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Chigot, P. L.: Bony Union of Intramedullary Fix- 
ation (A propos des ostéosynthéses diaphysaires 
intramedullaires). Presse méd., 1946, 54: 809. 


The author published an article on this subject, 
bony union of intramedullary fixation, in 1937. 
During the war his patients were dispersed but he 
treated many other cases. His opinion of the pro- 
cedure has not changed, although some years ago 
there was adverse discussion of the method with 
certain specific objections. Experimental work was 
done on the rabbit and the dog with “porous bone”’ 
pins or pegs, and histological and roentgenographic 
studies were made from 7 up to 243 days. Ina few 
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inconstant cases there was a fusiform hypertrophy 
of the periosteum which was transient. This did not 
occur when porous bone was used. The bony peg 
was absorbed completely in certain cases but in 
others this was not true. Histological study showed 
that the marrow throws a fibrous tissue reaction 
around the peg, the function of the bone marrow is 
not disturbed, and the peg is absorbed by osteo- 
clysis. The bone marrow has no osteogenic function. 

Fusiform callous overgrowth is due to periosteal 
irritation and manipulation rather than to the intra- 
medullary pin. Specially prepared de-albuminated 
bone is now used instead of the porous bone be- 
cause it is not so fragile and the operation is short- 
ened by not having to remove an autogenous piece 
of bone for the peg. Central pinning is used prin- 
cipally in transverse or slightly oblique fractures of 
the leg, forearm, and humerus. The method is not 
so applicable to the thigh or to any place where 
there is a great deal of soft tissue; neither is the 
method valuable in pseudarthroses. In fractures of 
both bones of the forearm the author uses a mixed 
method of central pinning with a central full length 
metal pin in the ulna and a de-albuminated bone pin 
in the radius. A full length centrally placed metal 
or any other type of pin is not detrimental to the 
bone in which it is placed. Central fixation, al- 
though not universally applicable, has its place in 
the treatment of fractures. 

In an attempt to ascertain the long range effects 
of intramedullary bone grafts, 20 cases operated on 
more than ro years ago were collected from the files, 
but only 4 of the patients could be contacted, and, 
of these, 3 presented themselves for study. Roent- 
genographs of these 3 cases, 2 forearms and 1 leg, 
are shown. In 1 the intramedullary graft had been 
completely absorbed, but the others still showed the 
presence of the graft. The drawback to the method 
is not the possibility of damage to the bone marrow 
but the difficulty in placing the central pins; if two 
bony central grafts are used the first one may be 
broken during the insertion of the second. The 
author, therefore, uses the procedure of first placing 
a full length metal pin in one bone with the insertion 
of a bone graft in the other. 

ADRIEN VER BRuGGHEN, M.D. 


Soeur, R.: A New Concept of the Treatment of 
Congenital Pseudarthrosis of the Tibia (Une 
nouvelle conception du traitement de la pseudarthrose 
congénitale du tibia). Rev. orthop., Par., 1946, 32: 15. 

Although congenital pseudarthrosis of the leg may 
involve both bones, in most cases only the tibia 
presents this malformation and the fibula is intact. 

In the attempt to repair this condition, the usual 

methods of bone grafting fail in most cases, even in 

the hands of outstanding surgeons. No true callus 
is formed, the graft is resorbed, and the pseudarthrosis 
persists. 

The author believes that the intact fibula is the 
obstacle which prevents the consolidation of the 
tibia after the bone graft. The tibia is useless physio- 


INTERNATIONAL ABSTRACTS OF SURGERY 


logically as the axial pressure is transmitted by the 
fibula only and therefore no callus is formed after 
the grafting. However, a simple osteotomy of the 
fibula does not help the condition since the defect 
heals too quickly. Therefore, the author performs 
a resection of the greater part of the fibular di- 
aphysis. The resected bone is used as a graft on the 
tibia and is fixed with wire or catgut; then the leg 
is put in plaster-of-Paris for 4 months. 

A case is reported of a 17 year old patient with 
congenital pseudarthrosis who had been operated on 
4 times previously without success. After resection 
of the fibula in the described manner, complete 
healing and excellent function were obtained. 

WERNER M. Sotmitz, M.D. 


FRACTURES AND DISLOCATIONS 


Toth, B. J.: The So-Called Retarded or Occult 
Fractures. Significance of the Parallel Projec- 
tion in the Roentgen Diagnosis of Fractures. 
Radiology, 1946, 46: 475. 

The author presents a detailed case report of a 
truck driver who sustained injuries. to the right hip 
and knee. The roentgenological studies were nega- 
tive on several studies and he was dismissed after 17 
days of hospitalization. Because of continued dis- 
comfort, he was re-hospitalized 5 weeks after the 
initial trauma. Further roentgen examination dis- 
closed a huge fracture of the right innominate bone. 

Melnilowa (1929), Kimmerle (1927), Jordan- 
Narath (1932), and Masmonteil (1935), all agreed 
on the possibility of occult fractures, which may not 
be visible roentgenographically for from ro to 15 
days after trauma. 

Nau (1936) believes that the latent x-ray signs of 
fractures are developed as follows: (1) formation of a 
callus, (2) sudden or progressive displacement of the 
fragments, and (3) appearance of a fracture gap 
through the calcareous resorption at the surfaces of 
the fragments. 

Nau considers from 6 to 8 weeks following the 
fracture as the optimum time for x-ray re-examina- 
tion. He has based his contention upon an extensive 
study of the ribs, toes, fibula, and scapula. 

In order to avert roentgenological invisibility of 
the fracture in parallelism of the x-ray beam and the 
fracture, the following suggestions are presented: 
(1) aroentgen-ray tube of the finest focal spot obtain- 
able should be used; (2) nonscreen film technique, 
or fine detail intensifying screens should be used 
when required; (3) the roentgenograms should be of 
proper density; (4) immobilization of the patient is 
necessary; (5) extra views in fractures should not be 
overlooked, and (6) a careful clinical examination of 
the patient by a radiologist to elicit faulty technique 
should be made before the patient is dismissed. 

It must be remembered further that in order to 
demonstrate a fracture line properly, the x-ray beam 
must be parallel with the protruding fragments. 

The author maintains that by and large the frac- 
tures remain invisible when only routine roentgen 
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Fig. 1. A. Anteroposterior and lateral views of left ankle, taken July 16, 1944. There are suspicious but not definite 
signs of a fracture of the fibula. B. Anteroposterior view, taken August 16, 1944, showing a fairly typical “retarded” 
fracture of the fibula. C. Posteroanterior tibiofibular oblique view, taken July 16 1944, showing the fracture line distinctly. 


examinations are made, i.e., when only one view or 
the routine anteroposterior view is taken. Other 
failures to visualize the fracture are due to the fact 
that the x-rays are taken or read by persons who are 
not radiologists. L. GoveRNALE, M.D. 


Myers, O. R.: Experience with Capsulorrhaphy for 
Recurrent Dislocation of the Shoulder. J. Bone 
Surg., 1946, 28: 253. 

Inasmuch as approximately 60 different opera- 
tions have been devised for the treatment of recur- 
rent dislocation of the shoulder, each productive of 
a degree of success, it would appear that to date 
there is no wholly adequate operation for complete 
cure of this malady. 

The author analyzes 31 cases operated upon at the 
United States Naval Hospital, Shoemaker, Califor- 
nia. This series represents about 50 per cent of the 
cases of recurrent dislocation seen on the ortho- 
pedic service of this hospital. Ten patients with re- 
current dislocation after a Nicola operation, a 
tenosuspension operation, or both, refused further 
surgery. The remainder either had the complaint 
prior to enlistment or refused operation and were 
discharged from the armed services by a medical 
board. 

No case of recurrence following the Bankart op- 
eration was seen on this service. The Bankart pro- 
cedure or a similar one was used in all of the author’s 
cases. 

The pathology of the condition is as follows: 
When sufficient trauma has been exerted, the head 
of the humerus is forced anteriorly or inferiorly over 
the vulnerable sector of the glenoid rim, since the 
remainder of the joint is supported by the intimate 
union of the tendons of the supraspinatus, infraspi- 
natus, teres minor, and subscapularis muscles. The 
capsule is detached with the fibrocartilaginous ring, 


or the labrum is fractured, or both, by the impact 
of the head of the humerus. Not infrequently the 
head of the humerus sustains injury (the depression 
described by Watson-Jones). 

For the operative technique an anterior incision is 
used, extending from the tip of the coracoid process 
distally for 6 inches along the groove between the 
deltoid and the pectoralis major muscles. The del- 
toid is retracted laterally with the cephalic vein. 
The short head of the biceps and the coracobra- 
chialis are freed along the lateral border. The 
tip of the coracoid with its muscle attachment is ex- 
cised and retracted medially, to expose the sub- 
scapularis muscle. The inferior border of the mus- 
culotendinous portion of the subscapularis is exposed, 
with care to avoid injury to the circumflex vessels 
and nerves which cross above the teres major at this 
level, and the lower half is incised. The musculo- 
tendinous structures are freed from the capsule. 
The capsule is opened and the joint margin explored. 
In all cases the labrum or capsule was found de- 
tached. The capsule is then sutured to the raw bone 
of the rim by means of mattress sutures of nylon 
passed through holes drilled in the rim. The sub- 
scapularis and coracoid tip are sutured in position 
and the wound is closed. A Velpeau dressing was 
used for 3 weeks and then active motion was begun. 

Downing fixed the scapular margin of the cut cap- 
sule to the rim of the glenoid by a stainless steel 
staple made from a Kirschner wire. He devised a 
special instrument for inserting the staple and for 
retracting the subscapularis, and claimed it was not 
necessary to excise the coracoid or to section the 
subscapularis completely for adequate exposure. 

No patient in this series had a recurrence of the 
dislocation; 27 patients could have returned to office 
work in 14 days. There was no functional defect in 
66 per cent of the cases, a 15 per cent defect in 23 per 
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cent, and a so per cent or more defect in 7 per cent. 
Thirty-eight per cent of the patients were discharged 
to full duty and 17 per cent to limited duty, and 41 
per cent were surveyed from service. 

VERNON C. TuRNER, M.D. 


Sashin, D.: The Treatment of Fractures of the 
Carpal Scaphoid. A Report of 64 Cases. Arch. 
Surg., 1946, 52: 445- 

Fractures of the scaphoid usually occur at three 
levels: 

1. Fracture of the tubercle. This is an extra- 
articular fracture; the blood supply is ample and the 
healing occurs quite early. 

2. Fractures across the waist. These fractures 
are not common. They are intra-articular; the blood 
supply often is interrupted and healing is very slow. 

3. Fracture across the proximal pole. In these 
fractures the same conditions prevail as in fractures 
across the waist. 

In a study of healing processes in injuries of the 
carpal scaphoids in dogs, Johnson found that the 
lack of periosteal callus was responsible for the delay 
in bony union. Many authors reported that the 
failure to recognize fractures of the scaphoid early 
was responsible for nonunion of this bone in a great 
number of cases. This author states that “bones of 
the cancellous type heal more slowly than long 
bones.”’ The treatment of these fractures consists of 
early and persistent immobilization. 

Operative procedures, i.e., total and partial ex- 
cision of the scaphoid, and drilling of the bone 
and bone graft, should be done only in cases in 
which the scaphoid is badly comminuted, in which 
the fragments are displaced, and in which persistent 
immobilization fails to accomplish union of the frac- 
ture. The author states that the bone grafting op- 
erations were quite satisfactory. He removed a small 
graft from the tibia, converted it into a rounded peg, 
and inserted it into a previously prepared hole in the 
scaphoid bone. He states that the bone peg must fit 
snugly into the opening to obtain firm internal fixa- 
tion of the bone fragments. 

The author treated 64 patients with fracture of 
the carpal scaphoid and found that from the stand- 
point of time lost and persistence of the symptoms, 
this fracture is considered a major disability, ‘‘com- 
parable in many respects to fractures of the neck of 
the femur.’’ Thirty-nine cases were treated with 
plaster immobilization for from 2 to 4 months, and 5 
cases developed nonunion of the carpal scaphoid. 
In 17 patients the fracture was not discovered 
until 3 months after the injury. All 17 developed 
nonunion. Three patients were operated on else- 
where and 17 patients were operated upon in the 
author’s hospital. Excision of the fragments was 
performed in 6, drilling in 3, and bone grafting in 10. 
Two patients of the last group were later re-operated 
on and the proximal fragment was excised. The 
presence of nonunion of the scaphoid was not in 
itself an indication for operation. The author pre- 
sents a short history, physical examination, descrip- 


tion of the operative procedures, and preoperative 
and postoperative roentgenograms of 17 cases oper- 
ated upon because of fracture of the carpal scaphoid. 
No end results or follow-up reports were given. 

An operation was considered to be indicated when 
the symptoms and disability associated with non- 
union of the scaphoid made it impossible for the 
patient to do his regular duty. The author sug- 
gested that if after an operation there is some 
restricted motion in the wrist joint, the wrist be 
manipulated under anesthesia. 

GeorcE I. Retss, M.D. 


ORTHOPEDICS IN GENERAL 


Clarke, H.O.: Orthopedic and Rehabilitation Serv- 
ice of the Royal Air Force. Lancet, Lond., 1946, 

The scheme of orthopedic rehabilitation which 
was born in the grim days of 1940 for the Royal Air 
Force is to be used in the future for all England. 

The same treatment which was given by the 
R. A. F. orthopedic rehabilitation service will now 
be available to civilians. The exponents of this ad- 
mirable scheme were Sir Reginald Watson-Jones 
and Sir Harold Whittingham, assisted by Dr. H. E. 
Morre and C. J. S. O’Malley. 

The scheme is comparable to any of the many 
special centers operated by the Army of the United 
States in the Zone of the Interior, i.e., amputation 
center, neurosurgical center, and others. The med- 
ical personnel consists of 2 consultants and a senior 
orthopedic specialist, who travel from place to 
place to train junior colleagues and supervise treat- 
ment. The 32 doctors include 8 orthopedic special- 
ists with some 21 other surgeons of junior rank. 

During a 5 year period the. in patients who 
received major treatment for single or multiple in- 
juries amounted to 62,210. The out patients during 
that same period numbered 153,472. Seventy-seven 
per cent of the patients were returned to their previ- 
ous full duties, 18 per cent were retrained or returned 
to limited duty, and 4.8 per cent were incapacitated 
because of maximum physical incompetency. 

Professional ability did not always achieve the 
maximum level of rehabilitation. In order to dispel 
apathy in the patient, it is of paramount importance 
that the surgeons, nurses, technicians, and even the 
orderlies exercise cheerfulness. Enthusiasm and a 
pleasant atmosphere must be combined to get the 
best reaction of the patient to rehabilitation. 

_ The author makes an interesting comment about 
a most skillful surgeon who sent his patients to the 
rehabilitation center with straight limbs but with 
sadly warped minds. Another man, an indifferent 
surgeon, but one possessing a great personality, sent 
his men to the rehabilitation center with not such 
— limbs, but with a spirit which nothing could 

uell. 

° As for the mental rehabilitation of an orthopedic 
patient, the author is convinced that successful 
treatment is comprised of three-fifths mental and 


two-fifths physical reaction. The patient’s surround- 
ings must be pleasant. Movies, books, lectures, and 
visits to the surrounding community are all bene- 
ficial mental therapy. Physical rehabilitation can be 
enhanced by such armamentaria as gymnasia, 
swimming pools, and playing fields for active sports. 

Technical rehabilitation is a process of retraining 
the patient for resumption of full duty. If, because 
of injuries sustained, the patient cannot be restored 
to his former duties, he may be trained in another 
less technical line of endeavor. 

Finally, it may be said that in order that the pa- 
tient be adequately rehabilitated, the scheme should 
include: (1) an efficient working team, i.e., hand 
picked men, from the consultant to the orderly, 
(2) unification of control of the patient from the 
time he enters the hospital to his discharge, and 
(3) good surgery followed by a good rehabilitation 
program. SAMUEL L. GOVERNALE, M.D. 


Batalha, E.: Refrigeration in Orthopedic and Trau- 
matological Surgery (Da refrigeracao em cirurgia 
ee e traumatolégica). Rev. Hosp. Clin., 1946, 
1: 48. 

The author employed refrigeration in 31 cases for 
the purpose of anesthesia or conservative treatment. 

He devised an apparatus resembling a trough which 


facilitates the employment of reduced temperatures. 
The author employed his method 33 times for anes- 
thesia purposes and 8 times for prolonged refrigera- 
tion and concluded that the method proved its 
value for both purposes, especially in the treatment 
of vascular deficiencies of the lower extremities. It 
is especially valuable in patients who are in shock or 
present grave organic conditions, because, in addi- 
tion to being harmless, it offers the advantage of 
delaying an operation until the patient’s condition 
is improved. Joseru K. Narat, M.D. 
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BLOOD VESSELS 


Pemberton, J. DeJ., Seefeld, P. H., and Barker, 
N. W.: Traumatic Arteriovenous Fistula In- 
volving the Abdominal Aorta and the Inferior 
Vena Cava. Ann. Surg., 1946, 123: 580. 


Recently the authors have encountered, and appar- 
ently have successfully repaired surgically, an intra- 
abdominal traumatic arteriovenous fistula occurring 
between the abdominal aorta and the inferior vena 
cava, and situated at the level of the second portion 
of the duodenum. So far as we have been able to 
determine, this appears to be the only reported case 
in which an arteriovenous fistula between the ab- 
dominal aorta and the inferior vena cava in this site 
has been successfully repaired by surgical means. 

A man 28 years of age was first seen at the Mayo 
Clinic in July, 1943. In May, 1937 a stray 30 caliber 
rifle bullet had entered the right lower lateral portion 
of his thorax, between the fifth and sixth ribs. On 
November 13, 1944, a right midrectus incision was 
made, with nitrous oxide, oxygen and ether anes- 
thetic administered intratracheally, and the abdo- 
men was explored. Palpation of the contents of the 
abdomen revealed a large tumor mass, 6 to 8 centi- 
meters in diameter. The mass was situated beneath 
the pancreas and extended across the bodies of the 
first and second lumbar vertebrae to the left side. 
There was a purring thrill which was most intense 
on the right side. 

After the second portion of the duodenum had 
been mobilized, the hugely dilated inferior vena cava 
was exposed. The vena cava was 5 to 6 centimeters 
in diameter; it was adherent to the aorta and no 
distinct line of demarcation was apparent between 
the two vessels. The aorta appeared to be dilated; 
the dilatation was greatest above the exposed por- 
tion of the two vessels. When the aorta was palpated 
through the wall of the vena cava, the rush of blood 
through a fistulous opening could be felt. By press- 
ing against the side of the aorta, through the wall 
of the vein, the fistulous opening could be blocked, 
and when this was done there was a distinct eleva- 
tion of the blood pressure, which fell rapidly when 
pressure against the fistula was released. The open- 
ing between the aorta and vena cava was about 1 to 
1.5 centimeters in diameter when palpated through 
the wall of the vena cava. 

After careful dissection, a cotton tape was placed 
around the vena cava above and below the fistulous 
tract. Then, while the assistant compressed the aorta 
with his fingers just below the diaphragm, bleeding 
through the fistulous opening could be controlled. 
A longitudinal incision was then made in the wall 
of the vena cava opposite the fistula, and by com- 
pressing the vein both above and below the fistula 
a reasonably dry field could be obtained so that the 
edges of the fistulous opening could be approximated 


with one row of silk sutures. When the compressed 
aorta was released, there was no leakage of blood 
through the closed fistula. The opening in the vena 
cava was closed with two rows of silk suture. There 
was some distention of the vena cava after closure, 
but the condition of the patient remained good. The 
tape which had been placed around the vena cava 
above the fistula was removed; however, the tape 
below the fistula was allowed to remain and its ends 
were brought out of the abdomen through the in- 
cision with the anticipation that, if postoperative 
bleeding should occur, traction on this tape would 
aid in its control. Five grams of sulfathiazole crys- 
tals were placed in the abdomen and the wound was 
closed without drainage. The condition of the pa- 
tient was excellent when he left the operating room. 
The blood pressure, which before operation had been 
160 mm. systolic and 82 mm. diastolic, decreased to 
130 mm. systolic and 70 mm. diastolic after opera- 
tion. The pulse pressure decreased from 78 mm. to 
60 mm., and the pulse rate decreased from 110 to 
too beats per minute. 

The patient’s strength steadily improved and he 
was dismissed from the hospital on the twenty- 
fourth postoperative day. 

The patient returned to the clinic for a brief 
checkup November 19, 1945, approximately 1 year 
after the operation. He had been feeling well and 
had been working but he had had an attack of acute 
asthmatic bronchitis and an episode of congestive 
heart failure 1 month previously. Under treatment 
he had recovered rapidly from this and was again 
ambulatory and working. There was no evidence of 
recurrence of the fistula. Cardiac hypertrophy and 
hypertension had persisted. 


BLOOD; TRANSFUSION 


Ringenbach, G.: Transfusion Accidents (A propos 
des accidents de la transfusion). J. méd. Bordeaux, 
1946, 123: 139. 

In transfusion, local accidents such as hematoma 
and infection, and general accidents such as the 
transfer of disease to the donor are the result of 
improper technique, and with skilled personnel 
should be avoidable. Transfer of disease to the pa- 
tient should be avoidable, either by careful study 
of the donor or by using preserved blood whenever 
possible. After 24 hours of refrigeration, syphilis 
loses all power of contamination, while paludism 
cannot be transferred after 10 days of this treatment. 

As regards the possibility of mistakes in grouping 
blood, the transfusion center in Bordeaux has sought 
to increase the reliability of their typing tests by 
devising a counter-test for the Simonin Test, such 
as that of Tzank for the method of Beth-Vincent. 
This consists in adding to the Simonin test the red 
blood cells AB of universal donors. These erythro- 
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cytes, containing the two agglutinogens, are ag- 
glutinated by the serums of the other three groups, 
which eliminates the deceptive aspects of sedimenta- 
tion. Thus the test is about absolutely certain. 

Nevertheless, lively reactions or even grave shock 
may occur after the transfusion of compatible 
bloods. Such reactions are rare in surgical cases, 
being practically restricted to certain patients with 
“unstable blood’’ and an accelerated sedimentation 
rate (hemolytic icterus, medical anemia, purpura, 
septicemia, uremia, splenomegalia, cancer, tuber- 
culosis, hepatic affection, and ethylism). These re- 
actions, which are designated as being colloido- 
clastic, may be due to the patient’s blood as in the 
cases cited, or to that of the donor. Certain excellent 
donors may occasionally be dangerous because of 
poor digestion or serum changes). Other donors 
seem to be constitutionally dangerous, either as a 
result of the agglutinin content of their serum, be- 
cause of special agglutinogens (subgroups M, N, 
and others), because of differences in the electric 
charge of their bloods, or, finally, as a result of the 
phenomenon of Forsmann, that is, their blood (A 
and AB) contains the F antigens which on injection 
are capable of giving rise to the appearance of anti- 
sheep hemolysins, or their blood (B and O) contains 
these hemolysins (F antibody) constitutionally. 

The Rh factor is discussed at length; however, the 
discussion is based almost entirely on the American 
literature. The author believes that the 3 fatalities 
in his material of more than 1,000 transfusions may 
be explained on the basis of this factor. 

On the whole, the author believes that the entire 


subject is so complicated, with so many aspects as 
yet not well understood, that transfusions should be 
done exclusively by a physician especially trained 


in this work. Joun W. Brennan, M.D. 

Boorman, K. E., Dodd, B. E., Loutit, J. F., and 
Mollison, P. L.: Blood Transfusion to Recip- 
ients with “‘Cold”’ Agglutinins. Brit. M.J., 1946, 
I: 751. 

The occurrence of “cold” agglutinins in sera has 
been described. These agglutinins mixed with cell 
suspensions at cold or low room temperature will 
produce agglutination. The reaction of ‘‘cold”’ ag- 
glutinins can be prevented by the performance of 
tests at room temperature. 

Landsteiner and Witt (1926), and later Land- 
steiner and Levine (1926, 1929), reported the pres- 
ence of anti-A1 agglutinins in the sera of some 
bloods of subgroups Az and A.B. Landsteiner and 
Levine (1926) also noted that the sera of some 
bloods of subgroups A and A,B contained an agglu- 
tinin which reacted with bloods of subgroup Az. 
This latter agglutinin was designated A» and later, 
by Thomsen (1932), as Anti-O. As well as these 
specific cold agglutinins, Landsteiner and Levine 
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(1926).described nonspecific cold agglutinins or auto 
agglutinins existing in the sera of bloods of all 
groups. All these agglutinins were generally weak 
and reacted best in the cold or at low room tempera- 
ture. 

Such agglutinins may, under certain circum- 
stances, become active at body temperature, as has 
been shown in a number of cases described in the 
literature. In the vast majority of these cases, the 
cold agglutinins which are active at body tempera- 
ture can be explained as the result of a process of 
immunization or auto immunization, and naturally 
occurring atypical cold agglutinins active at 37°C. 
do not seem to have been described. 

The role played by cold agglutinins in transfusion 
reactions in the past has not been settled. No well 
documented case of hemolytic transfusion reaction 
has been recorded (Wiener et al., r941). In the pres- 
ent article, observations are presented which confirm 
the view that atypical cold agglutinins inactive at 
37°C., do not cause destruction of transfused eryth- 
rocytes. The observations show also that such 
agglutinins may undergo an immune response follow- 
ing the transfusion of blood containing the homolo- 
gous agglutinogens, and become active at 37°C. 
They may cause blood destruction and must be 
taken into account in the selection of blood donors. 

Six cases of transfusion of blood to recipients with 
“cold” agglutinins are described. 

In the first 3 cases the anemia for which the trans- 
fusion was given was due to hemorrhage, and the 
atypical antibody present was a natural agglutinin, 
active only below body temperature. In these 3 
cases there was no clinical reaction even though the 
blood was transfused at refrigerator temperature. 
The transfused blood survived normally. 

In the last 3 cases the anemia was of the acquired 
hemolytic type and the atypical antibody was an 
immune antibody active at 37°C. In these cases, 
incompatibility and rapid destruction of the trans- 
fused blood were demonstrated. 

The authors’ observations indicate that individ- 
uals with acquired hemolytic anemia, and others in 
whom immunization either by pregnancy or by re- 
peated transfusion has occurred, need special con- 
sideration when being transfused. This applies not 
only to the Rh group of antigens but also to the 
subgroups of the A antigen. It has been shown that 
the cause of most of the severe and hitherto unex- 
plained hemolytic transfusion reactions is the Rh 
group of antibodies which are usually warm agglu- 
tinins. 

Acute hemolysis of A1 donor blood occurred in 
recipients of subgroups Az or A2B whose sera con- 
tained anti-A; agglutinins active at 37°C. This pro- 
vides further and more conclusive evidence of a 
qualitative antigenic difference between the bloods of 
subgroups A; and Az. Joun H. Monaropt, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Dunphy, J. E., Hoerr, S. O., Dimmler, C. L., Jr., 
and White, R. R.: The Problem of Nutrition in 
the Postoperative Care of Abdominal Wounds 
of Warfare. N. England J. M., 1946, 234: 545. 


The authors report the nutritional problems en- 
countered in a group of 16 patients with extensive 
abdominal wounds. All were injured during the 
early weeks of the campaign in Normandy and were 
= ill to be evacuated directly to the United King- 

om. 

At the time of admission to the hospital, all of the 
patients were suffering from varying degrees of 
anemia and acute malnutrition. The need for an 
adequate nutritional program in the early postopera- 
tive care was critical. 

The regimen, adopted on the basis of avail- 
able supplies, embraced the following daily require- 
ments: 500 c.c. of physiologic saline solution, 2,500 
c.c. of 5 per cent glucose in distilled water, a volume 
of 5 per cent glucose in saline equal to any amount 
lost from gastric suction, ileostomy, or fistula, 1,000 
c.c. of plasma or blood, 50 mgm. of vitamin B com- 
plex, 100 mgm. of vitamin C, 1.0 c.c. of liver extract, 
and ro mgm. of vitamin K. This routine effectively 
restored the hemoglobin and serum protein levels to 
normal in all of the patients in from 7 to ro days. 

However, the general nutritional status of the 
patient improved only when residual infection had 
been eradicated. Thus, the management of residual 
or latent infection became an essential factor of the 
nutritional program. 

Adequate drainage of a localized abscess was per- 
formed promptly. In the case of deep and poorly 
localized infection, a more conservative policy was 
followed. Parenteral penicillin was given in amounts 
of 30,000 units every 2 hours. If the infection be- 
came localized it was drained. If no localization oc- 
curred but the patient continued to improve, a con- 
servative policy was continued. If, on the other 
hand, no improvement occurred, exploration for 
drainage of the infection was carried out regardless 
of the risk. External fistulas with associated infec- 
tion added a serious burden to the recovery process, 
but if the infection was controlled the general con- 
dition improved in spite of the fistula. 

Epwarp W. Grsss, M.D. 


Genauer, M. B.: Postoperative Heat Stroke. 
Anesthesiology, 1946, 7: 302. 


Heat sickness has been described in the literature 
under a multiplicity of names. All cases occur as the 
result of some disorder of the heat-balancing mech- 
anism. One clinical type may change into another, 
and _— types may be seen as a result of the same 
insult. 


In Lmao rooms excessive drapes, instrument 
sterilizers, and overhead lights are all conducive to 
producing hot, moist air which prevents adequate 
evaporation of sweat, and heat dissipation. 

From a physiologic point of view, heat sickness 
may be viewed as a state resulting from the break- 
down of either the.heat producing or heat dissipating 
center of the brain, or both. 

The principal pathologic change associated with 
heat stroke is edema of the leptomeninges, the brain, 
and the lungs. Cloudy swelling is present in such 
vital organs as the liver, kidneys, and myocardium. 
Fatty changes are found in the liver, and petechial 
a may be seen in the brain, viscera, and 
skin. 

satan cases of postoperative heat stroke are re- 

rt 

a ee conditions center about the maintenance 
of a cool room of low humidity, in which air currents 
are sufficient to produce comfort. The following 
points should be observed while operating under 
unfavorable conditions: 

1. The avoidance of elective surgery, particularly 
in elderly patients. 

2. The reduction of coverings and drapes to a 
minimum, both in the operating room and after the 
patient’s return to bed. 

3. The administration of increased amounts of 
fluid, particularly saline, before and during opera- 
tion. 

4. The recording of half hourly temperatures by 
the rectal route during and after operation. 

The possible reduction in the preoperative 
amounts of cholinergic drugs, since they inhibit 
sweating. 

6. The possible avoidance during hot weather of 
inhalation anesthesia which, because of rebreathing, 
increases heat retention. 

7. If temperatures should rise excessively, ice 
water enemas and frequent cool sponging with al- 
cohol or water should be used. 

Mary Frances Por, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Lyons, C.: An Investigation of the Role of Chemo- 
therapy in Wound Management in the Medi- 
terranean Theater. Ann. Surg., 1946, 123: 902. 


The author in a previous report summarized the 
early surgical experience with penicillin in the 
United States and established the inability of sul- 
fonamides and penicillin to sterilize dead tissue and 
sequestra. A program of investigation of wound 
suppuration was then undertaken in the Mediter- 
ranean Theater in order to exploit the possibilities of 
the reparative program of wound management. 
During the early months of 1944, an unusual oppor- 
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SURGICAL TECHNIQUE 


ae to study wounds of the extremity developed 
in Italy. 

A single wound was selected for study in each of 
36 patients—27 grossly infected and 9 clinically 
clean. The interval between the time of injury and 
the first culture varied from 2 to 45 days. There 
were 214 pure cultures of bacteria isolated, three- 
fifths of which were obligatory or preferential an- 
aerobes. Listed in order of frequency, the predom- 
inant species were the clostridium (58 cultures), the 
nonhemolytic streptococcus (48 cultures), and the 
micrococcus (36 cultures). The Clostridium sporo- 
genes, the most common single bacterial type, was 
isolated 22 times. The species known to be poten- 
tially invasive or toxigenic represented only 14 per 
cent of the total cultures, and only 4 of the 27 grossly 
infected wounds clinically showed invasion or spe- 
cific toxemia. In 3 instances of gross infection none 
of the potential true pathogens was recovered. It 
seemed that the emphasis in further study of the 
isolated bacteria should be to identify the factors 
most likely to be concerned with the process of septic 
liquefaction characteristic of wound suppuration. 

There has been no precise definition of the car- 
dinal attributes of “‘wound pathogens.’”’ However, 
the capacity to digest animal protein is being ac- 
cepted as the distinctive attribute. The proteolytic 
capacities of the bacterial cultures were tested in 
vitro by inoculation of pure cultures into such media 
as muscle protein, serum, casein, fibrin, gelatin, and 
amino acid mixtures. 

On the basis of these studies it is possible to iden- 
tify certain bacterial groups as important in wound 
suppuration. All the true pathogens of the clostrid- 
ium, staphylococcus, and streptococcus groups may 
be classed as simple wound pathogens on the basis of 
their biologic activity. Other bacteria lacking in- 
vasiveness and toxigenicity appear to be important 
only as wound pathogens: the clostridia of the spo- 
rogenes, putrificum, and bifermentans groups; ae- 
robic gram-negative bacilli of the proteus, pseudo- 
monas and para-aerobacter groups; certain cultures 
of the staphylococcus and the anaerobic nonhemo- 
lytic streptococcus, the anaerobic actimomyces, and 
the bacillus melaninogenicum. 

Other bacteria had little or no enzymic activity — 
cultures of micrococci, enteric streptococci, non- 
hemolytic streptococci and gram-negative bacilli of 
the coliform and para-escherichia groups. A lytic 
effect on amino acids was demonstrated for the 
Clostridium tertium, Clostridium sphenoides, and 
about one-third of the cultures of anaerobic micro- 
cocci.. These bacteria have to be classified as “com- 
mensal” because of their inability to initiate pro- 
teolysis in the process of septic decomposition. How- 
ever, they have an important part in the process of 
ultimate liquefaction of the wound proteins. 

Numerous tests were carried out to establish the 
penicillin sensitivity of various bacteria. Although 
go per cent of the cultures isolated were gram-posi- 
tive, not all were fully sensitive to penicillin. The 
following organisms in wound suppuration appear to 
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be resistant to penicillin as well as to other available 
chemotherapeutic agents—cultures of proteus, pseu- 
domonas, para-aerobacter, several cultures of the 
sporogenic clostridium, a few cultures of staphylo- 
cocci, and, by inference, cultures of the bacillus 
melaninogenicum. 

These observations show that several common 
wound pathogens are resistant to chemotherapy. 
Also, clinically one finds that no available therapy 
can prevent the septic decomposition of devitalized 
tissue in an open wound. Hence, available chemo- 
therapy is valuable in wound sepsis only because it 
counteracts the invasiveness of the infection. 

In the management of the grossly infected wounds, 
dead tissue and sequestra were removed surgically 
under the protection of systemic penicillin therapy. 
The wounds were left open and dressed with pressure 
and splints to control wound exudation. Subsequent 
dressings were done in the operating room with sec- 
ondary closure of grafting of ‘‘clean’? wounds and 
further excision of tissue in “dirty”? wounds. Clean 
soft part wounds were all closed with secondary 
suture or skin grafting at the time of the first dress- 
ing change. The author believes that the gross sur- 
gical pathological condition of a soft parts wound 
gives more information than routine bacteriologic 
study of that wound. 

Dirty soft parts wounds were secondarily dé- 
brided, penicillin was applied, and 5 days later the 
wounds were closed by secondary suture. Clean 
wounds associated with compound fractures were 
treated with penicillin given systemically, and dé- 
brided without needless sacrifice of bone; the soft 
tissues were then brought over the bone to obliterate 
the dead space, and the fracture site was drained 
dependently. 

The Carrel-Dakin regime provided for the chem- 
ical digestion of residual dead tissue protein, and the 
closed plaster method of Pirogoff, Orr, and Trueta 
provided for the bacterial digestion of dead tissue 
protein. The author discusses the disadvantages of 
each method. He advocates the reparative method 
of wound management with surgical excision of dead 
tissue protein and a closed wound. This method 
permits an attempt to revascularize partly detached 
bone fragments by apposition of the soft parts over 
the exposed bone. Invasive infection is controlled 
by systemic use of chemotherapeutic agents. An- 
aerobic wound infection is controlled by the excision 
of dead tissue protein and the avoidance of primary 
wound closure. Aerobic wound infection is con- 
trolled by preventing wound exudation with splints, 
pressure dressings, and by secondary closure of 
clean wounds. Contamination of wounds with air 
borne wound pathogens is decreased by the abandon- 
ment of needless changes of dressings. It is believed 
that local applications of antibacterial agents are 
inadvisable and probably defeat the effort to prevent 
wound exudation and the accumulation of exudate 
protein. This reparative program of wound manage- 
ment extends the scope of surgery to more effective 
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vasive and chronic sepsis, and accelerates rehabilita- 
tion of the patient. ; 

The author by these investigations has affirmed 
the soundness of listerian principles in treating local 
wounds by surgical measures. On the basis of 
Lister’s axioms, Lyons concludes that (1) the nu- 
tritional pablum of wound protein is of far greater 
clinical importance than the toxonomic classification 
of the bacterial contaminants concerned with the 
septic decomposition; (2) wound suppuration is an 
intolerable complication of sound management, es- 
pecially in the recent wound; (3) the control of 
wound exudation is as important as the excision of 
devitalized tissue in. the prevention of wound sup- 
puration; (4) experience in wound management 
justifies the abandonment of the local use of any 
chemical agent in a wound for its supposed anti- 
septic effect in the prevention or treatment of infec- 
tion; and (5) specific chemotherapy given by the 
systemic route is a proper adjuvant to an expanded 
surgical program for more effective wound man- 
agement. Rosert R. BrceLow, M.D. 


Bodian, M.: Some Observations on Penicillin. 
Arch. Dis. Childh., Lond., 1946, 21: 13. 


In a bacteriological survey of a group of 78 infants 
selected for treatment with penicillin, the Staphy- 
lococcus aureus was present in 75 per cent. Of 37 
newborn infants, the Staphylococcus aureus was 
found in 81 per cent, and of 25 septicemic infants, in 
76 per cent. 

A dosage scheme of 1,000 units of penicillin per 
pound of expected body weight, per 24 hours, is 
suggested. The 1,000 units are divided into 6 doses, 
each dose being made up in 1 c.c. of normal saline 
and given every 4 hours, intravenously. 

Average penicillin levels on this four hourly dosage 
scheme were compared with those in adults on a 
comparable dosage given at three hourly intervals, 
and similar results were obtained. 

Levels were assessed 3 and 4 hours after an injec- 
tion, and in the majority of cases they were still 
bacteriostatic. 

Eighty-six per cent of all bacteria other than gram 
negative bacilli tested for penicillin sensitivity were 
susceptible to the average penicillin level obtained 
with this dosage. A three-fold increase of dosage did 
not affect the issue materially. 

ERNEstT E. ARNHEIM, M.D. 


ANESTHESIA 


Roche, G. K. T.: Anesthesia of Recent Injuries of 
the Jaw and Face. Anesthesiology, 1946, 7: 233. 


Anesthesia was administered in 450 recent injuries 
of the jaw and face due mainly to enemy action. 
The roll of suffocation as the chief cause of death in 
these cases was stressed, as was the need for careful, 
thorough pharyngeal toilet, rapid induction, prompt 
intubation, packing off of the air passages from the 
site of operation, and quick recovery with a free air- 
way. Since the employment of a face mask was con- 
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sidered impracticable, induction had to be conducted 
by means other than inhalation, with a smooth light 
maintenance of anesthesia, and rapid recovery. 

When necessary, most patients had been ade- 
quately resuscitated by the Blood Transfusion Units. 

Premedication consisted of omnopon, grain %, 
with scopolamine, grain 1/150, injected subcutane- 
ously, an hour and a half before the induction of 
anesthesia, or intravenously when necessary. 

A thorough cocainization of the larynx was con- 
sidered a very important part of the pre-induction 
technique. Induction was always effected by 5 per 
cent pentothal to a limit of 1 gram. A perfect air- 
way was assured by pushing the patient’s vertex 
toward his feet. The pillow was then removed and a 
Denhardt’s self retaining gag was inserted between 
the molars. Direct vision laryngoscopy was per- 
formed, and after pharyngeal toilet had been done 
an endotracheal tube was passed; then the air pas- 
sages were closed off from the mouth and nasal 
— by packing the throat with a vaseline gauze 
pack. 

The maintenance was conducted by inhalation 
anesthesia, using the circle carbon dioxide absorp- 
tion technique, usually with cyclopropane. At the 
end of the operation the mouth was swabbed clear, 
and the pack removed. The patient was then turned 
on his side and the endotracheal tube removed in 
most cases and replaced by one or two nasal pharyn- 
geal tubes. The endotracheal tube was left in posi- 
tion until consciousness was regained in cases in 
which nasal respiration was not possible, or when it 
was thought that an ordinary pharyngeal airway or 
nasopharyngeal tubes would not control the airway. 

Postoperative sedation was discouraged in pa- 
tients with intermaxillary fixation. Whenever local 
anesthesia could be used it was the procedure of 
choice, with or without additional premedication. 
General anesthesia was avoided whenever possible 
in blast injuries of the chest; these operations were 
performed under local anesthesia. In patients who 
were unconscious and in whom, from previous ex- 
perience, it was known that direct vision laryngos- 
copy would be hazardous or difficult, blind nasal 
intubation as described by Bennett was preferred 
(12.3%). 

Pentothal anesthesia was used alone for the more 
minor operations. Laryngeal spasm occurred during 
induction in 4.3 per cent of cases, and was treated 
with oxygen with 1o per cent carbon dioxide and oral 
intubation. 

The type of wounds encountered and the anesthe- 
sia problems involved in these injuries were dis- 
cussed in detail. The respiratory complications 
were minimal involving 7 cases of tracheobronchitis 
and 2 cases of bronchopneumonia, 

There were 8 deaths in the series; all of these were 
treated as case reports in the article; 1 death under 
anesthesia was described in detail. 

It was considered that the low incidence of respir- 
atory complications was due to the thorough pharyn- 
geal toilet, the insuring of active cough reflexes at 


= 

the 

of 
int 
Co 
str 

of 
hig 
tio 
re 
do 
lar 
str 
tal 
th 
ch 
ch 
cel 
ch 
0.¢ 
no 
th 
ed 
ch 
wl 
| cu 
int 
pr 
be 
su 
fe 
G 
fa 
te 
G 
ta 
ac 
: ac 
ef 
cr 
pl 
ot 
ra 
ni 
it! 
ac 
cl 


SURGICAL TECHNIQUE 


the end of the operation, and to the routine course 

of sulfathiazole for all patients, and a course of 

intramuscular penicillin in the more severe cases. 
Mary Karp, M.D. 


Comroe, J. H., Jr., and Dripps, R. D.: The Hista- 
minelike Action of Curare and Tubocurarine 
Injected Intracutaneously and Intra-Arterially 
in Man. Anesthesiology, 1946, 7: 260. 


Considerable evidence has accumulated to demon- 
strate that curare can produce effects similar to those 
of histamine in addition to its characteristic and 
highly specific effect of blocking the neuromyic junc- 
tions in skeletal muscle. Bronchospasm has been 
reported by several writers and bloody diarrhea in 
dogs has been described following the employment of 
large doses of curare. The method used to demon- 
strate the histaminelike property was the intracu- 
taneous and intra-arterial injections in man of 
the following drugs: intocostrin with 0.5 per cent 
chlorobutanol; d-tubocurarine with 0.5 per cent 
chlorobutanol, pH 4.6; d-tubocurarine chloride in 
0.9 per cent sodium chloride, pH 4.1; dihydro-beta- 
erythroidine, 75 mgm. per cubic centimeter; 0.5 per 
cent chlorobutanol, pH 4.0, and 0.9 per cent sodium 
chloride, pH 4.1. Intracutaneous injections of from 
0.05 to 0.1 c.c. were made and the wheal flare was 
noted. Intracutaneous injections were made into 
the brachial artery while the arm veins were occlud- 
ed, and immediately thereafter the artery was oc- 
cluded for 114 minutes. The typical histaminelike 
wheal was produced when intocostrin or di-tubo- 
curarine chloride was injected intracutaneously or 
intra-arterially. Dihydro-beta-erythroidine did not 
produce this effect. 

Caution was stressed in the clinical use of curare 
because of the fear of other histaminelike responses 
such as hypotension and bronchospasm. These ef- 
fects are not antagonized by neostigmine. 

Mary Karp, M.D. 


Gray, T. C., and Halton, J.: A Milestone in Anes- 
thesia? (d-Tubocurarine Chloride). Proc. R. Soc. 
M., Lond., 1946, 39: 400. 

The history of curare is reviewed in an interesting 
fashion, with emphasis on the work of Charles Wat- 
terton in 1812, Claude Bernard in 1840, and Richard 
Gill in 1938. The pharmacology and physiology in- 
volved are described. Curare has no action when 
taken by mouth. Subcutaneously administered, its 
action appears in about 20 minutes; intravenously 
administered, the action begins within 10 seconds 
and takes from 3 to 4 minutes to reach a maximum 
effect. It is changed in part by the liver, and ex- 
creted in part via the kidneys, unchanged. In the 
presence of renal damage of any consequence an 
otherwise safe dose may cause considerable embar- 
rassment; its action is on the neuromuscular mecha- 
nism and on the nervous system. Curare produces 
its paralyzing effect by preventing the action of 
acetylcholine on the receptor substance of the mus- 
cle, and in the autonomic nervous system. 
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Curare appears to markedly depress the laryngeal 
and bronchial reflexes. Its effect on the gut is still 
sub judice; some authors observe contraction of the 
gut and others, flaccidity and inactivity. 

Present pharmacological opinion is that the liver 
and kidneys are unaffected by curare. Investigation 
on electrocardiogram readings and on injection of 
curare into the heart and lung preparation in dogs, 
using a dosage vastly greater than anything likely 
to be used on humans, shows no effect whatever on 
the cardiac rate, the output, or on the venous pres- 
sure. There is no evidence of alteration in the 
coronary flow. 

Muscles of the eyes, mouth, and fingers are af- 
fected first, then the trunk and limbs, and finally 
the diaphragm. Consciousness is retained and re- 
covery occurs in the reverse order, being complete 
in about 30 minutes after a single injection. 

Three techniques were employed by the author: 

1. Asingle dose method forinduction of anesthesia, 
short operations and endoscopies. Here a mixture of 
1, mgm. of tubocurarine with 0.5 gm. of pentothal 
is injected fairly rapidly. Induction time is short- 
ened tremendously in this manner. 

3. For longer procedures in conjunction with the 
intermittent injection of intravenous barbiturate: 
after an injection as described above, small incre- 
ments of barbiturate and curare are made; o.1 gm. 
of pentothal and 2 to 4 mgm. of curare are given 
from time to time. 

3. As an adjuvant to inhalation anesthesia: here 
the intermittent fractional injection of a total dose 
of 15 to 30 mgm. of curare is utilized to produce 
relaxation while still keeping the patient in a light 
plane of anesthesia. 

In computing dosage, 1 mgm. of d-tubocurarine 
chloride is approximately equivalent to 6.6 units or 
milligrams of intocostrin, thus 20 mgm. are sufficient 
to relax the average healthy adult’s abdomen, and 
25 mgm. to paralyze the diaphragm. Both extremes 
of age are very susceptible to curare, and small doses 
should be used. 

The three criteria which remain as signs of anes- 
thesia and curarinization are the pulse, respiratory 
rate, and the anesthetist’s experience. When ab- 
dominal breathing becomes jerky as typically char- 
acteristic of curarinization, the respirations can be 
easily controlled with the breathing bag. The lungs 
are very easily inflated by pressure on the breathing 
bag. In the hands of a competent anesthetist fully 
conversant with treatment of the apneic patient and 
with the dosage and technique described, curare will 
prove an incomparable boon. It is eliminated rapidly 
and completely with no evidence of latent toxicity. 

The authors summarize 1,049 cases in which 
curare was used. In this series two deaths may be 
attributed to the anesthetic, and it is believed these 
deaths were due more to anoxia than to curare. 

Every patient undergoing a major thoracic and 
abdominal operation is benefited by the exhibition 
of curare. It is of special benefit to the poor risk 
and to patients with peripheral circulatory failure. 
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Its contraindications include (1) the inexperienced 
anesthetist who is not fully conversant with the care 
of the apneic patient; (2) in abdominal operations, 
when used with cyclopropane, it may cause exces- 
sive contraction of the gut and so render surgery 
more difficult; (3) it should not be used in cases of 
intestinal obstruction with distention, unless care is 
used to avoid the uncontrolled regurgitation of the 
intestinal contents, and this also applies to cases of 
lung abscess; (4) the dosage may have to be modified 
in the presence of renal damage of any consequence. 
It may cause excessive bronchial secretion and spasm 
in some of the patients treated for tetanus, although 
this condition was not observed in the series of cases 
including many oral endoscopies. Curare should not 
be used in patients suffering from myasthenia gravis. 

Mary Karp, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Bingham, R.: Nonadherent Surgical Dressings. 
Arch. Surg., 1946, 52: 610. 


A group of Army surgeons have defined the fol- 
lowing criteria for a nonadherent basic dressing 
material: 

1. The fabric should be of open mesh between 0.4 
and 1 mm. in diameter to allow the escape of blood, 
serum, pus, and tissue exudate. 

2. It should have such a low coefficient of friction 
that adherence to wound surfaces and granulation 
tissue does not occur. Hence, the fabric should be 
of a 20 or 32 inch mesh. 

3. It should be waterproof, nonabsorbent, and re- 
sistant to the absorption of blood. 
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4. It should be neutral and nontoxic to the tissues, 
cells, and body fluids. 

5. It should not be affected by antiseptics, physio- 
on solutions, and basic chemical solvents such as 
ether, alcohol, and benzine. 

6. It should be easily sterilized by all hospital 
methods and by the immersion in antiseptic fluids. 

7. It should be available and easily manufactured. 
It should cut readily to any size or shape with ordi- 
nary shears, and when packaged should be resistant 
to all variations‘of weather. 

8. It should be soft in texture, light in weight, and 
low in cost. 

Nylon surgical gauze fulfilled the specifications 
described. A total of 200 surgical patients were 
dressed with this material. When compared with 
petrolatum gauze, there was less irritation and 
maceration of the skin and wound healing was more 
rapid. Dressings were easily changed with no pain 
or surface bleeding. There were no nylon sensitivity 
reactions. Nylon gauze when placed in the depths 
of a wound of a compound fracture did not block 
the wound cavity. When impregnated with any 
type of medicinal ointment it did not dry up as did 
the gauze with a cotton base. Nylon surgical gauze 
was also found useful for application over ulcers, as 
a covering over skin-graft sites, and as a drain for 
body cavities. 

Nylon need not be the only plastic material suit- 
able for surgical dressings. Fiberglass, and cotton, 
linen, or wool with a synthetic rubber or plastic 
finish may also prove to be ideal materials for use 
as surgical dressings. 

BENJAMIN G. P. SHAFIROFF, M.D. 
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ROENTGENOLOGY 


Paulino, F.: Roentgenological Diagnosis of Cancer 
of the Stomach (Diagnéstico radiol6gico do cancer 
gdstrico). Rev. brasil. med., 1946, 3: 263. 

The value of fluoroscopy in the diagnosis of can- 
cer of the stomach in the cardiac region is empha- 
sized by the author. 

He states that the lesion resembles the “skin of a 
panther” and that the absence of peristalsis is sug- 
gestive of a neoplasm. 

The location and extent of the tumor, and the 
flexibility of the gastric walls and mobility of the 
stomach are roentgenologic findings valuable for the 
surgeon who plans a partial gastrectomy. However, 
the propagation of the’ tumor toward the retro- 
pyloric ganglia may impede resection in spite of 
favorable x-ray findings. Therefore the author be- 
lieves that a roentgenologist should not make a 
peremptory statement as to the operability of a 
tumor. 

Like Kirklin, the author distinguishes 3 forms of 
early gastric cancer: (1) small carcinoma with tumor 
formation or infiltration of the walls of the stomach, 
(2) ulcerated neoplasm which always forms a tume- 
faction, and (3) malignant ulcer without appreciable 
tumefaction. A deformity of the rugae in a circum- 
scribed area is of great diagnostic value for the 
identification of lesions that are still very limited. 

The craters of an ulcerative gastric cancer measure 
from 3 to 8 cm., show no tendency to become 
deeper, and have rigid borders. 

Ulcers with a diameter larger than 2.5 cm., those 
with irregular contours, or those showing no modi- 
fications of the size of the niche after compression 
should be considered malignant ulcers. Prepyloric 
niches should always be suspected of malignancy and 
require rigorous therapeutic tests, while those of the 
major curvature are always malignant and necessi- 
tate an immediate operation. 

Improvement of clinical symptoms combined with 
persistence of roentgenological findings after a thera- 
peutic test serves as a sign of gastric cancer. 

Joserx K. Narat, M.D. 


Gillespie, H. W.: The Significance of Minor Bone 
Injuries. Brit. J. Radiol., 1946, 19: 173. 

The damage to ligaments and tendons in cases of 
minor trauma is frequently of greater importance 
than the accompanying fracture. The x-ray diag- 
nosis of such damage is indirect and depends upon 
the identification of small “‘chip’’ fractures which 
occur in the bony attachments of the ligaments or 
tendons. A bone fragment is almost always avulsed 
in serious ligamentous strains because of the firm 
union of the attached fibers to the bone. 

The author has roughly divided the various “chip” 
fractures into two groups. In the first group the liga- 


mentous damage is more important than the fracture. 
(The site of the fracture will be given first and then 
the name of the affected ligament.) 

Group 1. Base of the distal or middle phalanx of 
the finger—the capsular interphalangeal ligament; 
base of the proximal phalanx of the finger—the cap- 
sular and lateral metacarpophalangeal ligament; the 
dorsal surface of the os triquetrum or lunate—the 
posterior radiocarpal ligament; styloid process of the 
ulna—the medial ligament of the wrist; the styloid 
process of the radius, (rare fracture; frequently larger 
than bone flake)—the lateral ligament of the wrist; 
the medial epicondyle—the medial ligament of the 
elbow; the lateral epicondyle—the lateral ligament 
of the elbow; the coracoid process (rare) —the coraco- 
clavicular ligament; the acromial end of the clavicle 
—the acromioclavicular ligament; the spinous proc- 
ess of the vertebra (the fracture is usually larger 
than a small fragment)—the interspinous and supra- 
spinous ligaments; the base of the phalanges of the 
toes (infrequent) —similar to those in the phalanges 
of the fingers; the dorsal surface of the tarsal navic- 
ular bone—the tibionavicular fasciculus of the del- 
toid ligament; the dorsal surface of the head of the 
talus—the anterior talotibial fasciculus of the del- 
toid ligament; the dorsal surface of the neck of the 
talus—the anterior capsular ligament; the lower 
border of the medial malleolus—the deltoid liga- 
ment; the malleolar fossa of the styloid process of 
the fibula—the posterior talofibular ligament; the 
styloid process of the fibula—the lateral ligament of 
the ankle; the lateral margin of the tibia—the in- 
ferior tibiofibular ligament; the tibial spine—the 
anterior cruciate ligament; and the tibial plateau— 
the posterior cruciate ligament. 

In the second group the fractures are due to avul- 
sions of the muscles or tendons and the bony damage 
is equal to or greater than the soft tissue injury. 

Group 2. Avulsed fracture of the posterior angle 
of the base of the terminal or middle phalanx of the 
finger (triangular fragment with separation)—the 
tendon of the extensor digitorum; olecranon—the 
tendon of the triceps muscle; the coronoid process— 
the tendon of the brachialis muscle; the bicipital 
tuberosity—the tendon of the biceps muscle; the 
greater tuberosity of the humerus—the tendon of 
the supraspinatus; the lateral edge of the acromion— 
the deltoid; the tubercle of the fifth metatarsal bone 
—the tendon of the peroneus brevis; the head of the 
fibula—the tendon of the biceps femoris and the 
lateral ligament of the knee; the greater trochanter— 
the abductor and external rotator muscles; the lesser 
trochanter—the tendon of the iliopsoas muscle; the 
anterior superior iliac spine—the sartorius muscle; 
the anterior inferior iliac spine—the rectus femoris; 
the ischial tuberosity—the hamstring muscles; the 
iliac crest—the obliquus externus and _ internus, 
and the quadratus lumborum; and the transverse 
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process of the lumbar vertebrae—the quadratus 
lumborum. R. B. Lewis, M.D. 


Freyberg, R. H.: Roentgen Therapy for Rheumatic 
Diseases. Med. Clin. N. America, 1946, 30: 603. 


In 1941 the author, collaborating with Smyth and 
Peck, reported in the Journal of the American Medi- 
cal Association, the cases of 52 patients with rhi- 
zomélique, who had received roentgen therapy. 
Ninety-two per cent of the 12 patients in this series 
who had early disease, as indicated by x-ray changes 
limited to the sacroiliac joints, received good, excel- 
lent, or complete symptomatic relief of pain and 
stiffness, and a corresponding degree of improvement 
of spine, hip and chest motions, as well as other 
objective evidences of improvement. Of the 19 
cases classified as moderately advanced in the dis- 
ease, 68 per cent showed significant symptomatic 
improvement and 37 per cent were improved objec- 
tively. There were 20 cases in which the disease was 
far advanced and of these, 65 per cent were signifi- 
cantly improved subjectively and 35 per cent, 
objectively. 

Since this report, the author has studied 70 addi- 
tional cases. The therapeutic results in the second 
group of patients closely parallel those obtained in 
the first group. 

The present recommended technique consists of 
three series of treatments approximately 4 to 6 weeks 
apart. 

The entire spine, from the hair line of the neck 
to and including the sacroiliac joints, is divided 
into four ports of sufficient width to include the 
muscles and ligaments about the spine. Each port 
receives 150 roentgens at three separate seances and 
only two ports are treated each day. The physical 
factors are: k.v. 140; m.a., 10; t.s.d., 50 cm.; filters 
0.5 copper, 1 mm. aluminum. Subsequent treat- 
ments of from too to 150 roentgens at the site of 
recurrence of symptoms may be necessary for the 
best results. However, if the patient shows no signs 
of improvement following two series of treatment, 
this form of therapy is discontinued. 

Nausea and anorexia, if present, are controlled by 
the use of thiamine hydrochloride and pyridoxine. 
In the author’s cases, leucopenia was encountered 
only rarely, and white blood cell counts below 3,000 
have not been observed. 

Care should be exercised in treatment over the 
sacroiliac region in women because of the proximity 
of the ovaries. No effect on the male gonads has been 
noted. 

In the author’s cases, treatment was limited to 
those areas having localizing signs or symptoms. 
Roentgenographically, ankylosis and ligamentous 
calcification were never decreased; in fact, an in- 
crease was frequently observed. 

The author believes that roentgen therapy is the 
most dependable means of relieving the discomforts 
of this disease. Frequently, marked improvement 
in the signs and symptoms occurs within from 1 to 
2 weeks. 
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The results obtained following roentgen therap 
in patients with rheumatoid arthritis were so dis- 
couraging that the treatment has been abandoned 
except in rare, obstinate cases. Similarly, the results 
following the treatment of patients with osteoarthri- 
tis were unsatisfactory. 

The author has found that some patients with 
subacute bursitis, fasciitis, and painful attachment 
of tendons, respond quickly to roentgen therapy. 
However, a critical analysis of this nonarticular 
group is not given. R. B. Lewts, M.D. 


LIISCELLANEOUS 


Drinker, C. K.: The Physiology of Immobilization 
and the Local Effects of Heat and Cold. Bul. 
Hosp. Joint Dis., 1945, 6: 86. 

This is the Walter M. Brickner Lecture delivered 
by the author at the Hospital for Joint Diseases of 
New York on December 13, 1945. Three of the old- 
est therapeutic measures used in the treatment of 
joint disease are discussed: immobilization, heat, 
and cold. 

With regard to the first, only situations in which 
normally innervated parts are rendered immovable 
are given consideration. The physiological effects of 
such immobilizations are intimately bound with the 
regulation of nutrition in the muscle. Material for 
the growth and maintenance of muscle cells is de- 
livered by the blood. If normal use of a part is pre- 
vented the regulation of its nutrition becomes im- 
paired. A very common observation of physiological 
regulation is the shunting of blood to active muscles, 
as seen, for example, during the effort of running, 
when there is an increase in blood pressure and car- 
diac output with constriction of the blood vessels in 
the abdominal area. 

Krogh, following numerous experiments in 1919, 
reached the conclusion that the oxygen supply of 
working muscles is greater than that of muscles at 
rest. This means that the essential correlation of 
activity and blood supply is brought about in the 
capillary circulation of the muscle. In an immo- 
bilized muscle a certain proportion of the capillaries 
is closed so that the blood supply remains adequate 
but different groups of capillaries carry the blood. 
When the activity is great all the capillaries open. 
It was suggested that this mechanism may be the 
result of a constrictor substance in the blood. Many 
substances and physical agents cause capillary dila- 
tation, such as carbon dioxide, acid metabolites 
formed during oxygen lack, histaminelike substances 
in the reaction of inflammation, heat, and excessive 
cold. 

The author analyzes the relations existing be- 
tween the capillary blood pressure, tissue fluid, and 
lymph flow. The relative molecular dimensions of 
the various blood proteins are important from the 
point of view of their passage through the walls of 
the capillaries. In an extremity in motion capillary 
blood flow is very large and therefore water and 
solutes, including the proteins, will leave the blood 
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and enter the tissue fluid readily, thus supplying 
nutrition to the part. At rest, the minimal capillary 
flow and pressure results in slight amounts of filtrate, 
which contains only traces of protein. The lymph 
capillaries also play a certain role. In the resting 
muscle the absorption of the filtrate from the tissue 
fluid occurs mainly through the blood capillaries. 
However, when the muscle contracts, extravascular 
fluid is squeezed against the fascial planes confining 
the bundles of muscle cells and enters the lymph 
capillaries as an additional pathway for removal. 

Thus, as a whole, the immobilized muscle suffers 
from the fact that vascular regulation in the tissues 
involved does not admit adequate delivery of avail- 
able nutrition. For the same reason the artificial 
forcing of nutrition by the intravenous administra- 
tion of plasma proteins will fail to correct the situa- 
tion. 

The beneficial effect of local heat in infections is 
explained on the basis of the great increase of the 
zone of vasodilatation, and acceleration of the flow 
of outpouring plasma. However, the author is more 
concerned with the effect of heat in causing dilator 
vascular reactions in immobilized muscles and thus 
averting atrophic changes. In the healing of frac- 


tures the periodic use of heat causes a general dilata- 
tion of the blood vessvis, a reaction very similar to 
that due to mild exercise. The fact that the part is 
encased in plaster is no contraindication. Further- 
more, the application of heat to the opposite limb 
results in considerable hyperemia of the companion 
part. 

Some measure of benefit may also be derived from 
intermittent interruption of the circulation by means 
of a pressure cuff, or from the inhalation of carbon 
dioxide in a concentration of about 5 per cent. 

After the immobolizing dressing has been re- 
moved, massage, passive movement, and heat will 
serve best to rebuild the wasted parts. 

The first effect of cold when applied to the skin is 
vasoconstriction. This is followed later by vasodila- 
tation if the cold is extreme. The paralyzing effect 
of cold on sensation needs no comment. 

If a limb has been on the verge of freezing and is 
suddenly placed in hot water, the resulting capillary 
dilatation and edema may lead to prolonged injury 
of the capillary endothelium. However, a judicious 
alternation of cold and heat may produce a better 
vasodilator reaction than heat alone. 

T. Leuvcutia, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Stead, E. A., Jr., Brannon, E. S., Merrill, A. J., and 
Warren, J. V.: Concentrated Human Albumin 
in the Treatment of Shock. Arch. Int. M., 1946, 
77: 564. 

Human albumin was given to 7 normal subjects 
and to 33 patients with circulatory failure, without 
any unfavorable reactions. In the normal subjects, 
a rise in right arterial pressure and a fall in the hema- 
tocrit reading always occurred. Changes in the car- 
diac output were variable and the arterial pressure 
and pulse rate were usually unaffected. In patients 
with hemorrhage, chest wounds, pericardial tam- 
ponade, burns, dehydration, and infection, satis- 
factory hemodilution occurred when albumin was 
given in concentrated form (25 per cent solution). 
For the entire group the average increase in volume 
of blood was 14.0 cubic centimeters per gram of al- 
bumin administered. In 4 dehydrated patients, the 
average increase per gram of albumin was 13.0 cubic 
centimeters. Eleven patients received 50 grams of 
albumin in 15 minutes or less. 

The authors conclude that human albumin is a 
useful substitute for plasma since it makes possible 
the rapid administration of large quantities of pro- 
tein. Human albumin can not, however, replace the 
use of whole blood. Advantages which make human 


albumin useful in many emergencies are its small 
bulk and stability at room temperature, ease and 
rapidity of administration, and absence of unfavor- 


able reactions. WALTER H. Nap er, M.D. 


Werne, J., and Garrow, I.: Fatal Anaphylactic 
Shock. J. Am. M. Ass., 1946, 131: 730. 


Werne and Garrow report the occurrence of fatal 
anaphylactic shock in identical twins following a 
second injection of diphtheria toxoid and pertussis 
antigen. 

The family physician stated that nothing unto- 
ward was noticed immediately after the injections 
except that one twin bled slightly from the site, 
necessitating the application of an additional cotton 

ledget. The parents stated that following the first 
injections a month before (from another ampule of 
the same product) one twin had vomited, had a 
temperature of ror® F., and cried considerably. One- 
half grain (0.032 gm.) of acetylsalicylic acid was 
given and by evening he was apparently well. The 
other twin remained symptom free after the first 
injection. 

After the second immunizing injections, both in- 
fants cried considerably on reaching home; they 
vomited and consumed excessive amounts of water, 
each taking about two full bottles. They then “fell 
asleep”’ and when next noticed by their parents ap- 
peared “lifeless.” Their position in the cribs re- 


mained unchanged, and they could be aroused only 
by loud noises. 

The parents explained that they regarded the ob- 
served symptoms as expected effects of the injec- 
tions and therefore did not summon medical aid 
until early morning when one twin appeared to be 
dead and the other gravely ill. 

The serum after death was tested on 4 laboratory 
staff members for the presence of reagin after the 
prior intracutaneous injection of the biological prod- 
uct with negative results. 

The contents of the vial used in immunizing the 
twins and of the vials bearing the same lot number 
submitted by the manufacturer were examined by 
Jules Freund of the Bureau of Laboratories, De- 
partment of Health, City of New York, and the 
following results were obtained: 

“The vaccine was found to be sterile; that is, the 
sterility test required by the National Institute of 
Health for biological products was satisfactory. The 
microscopic picture showed formed elements of the 
size and shape and staining qualities of Bordet- 
Gengou bacilli. Tests carried out on the skin of 
rabbits showed that there was no free diphtheria 
toxin in the vaccine. The identity test showed that 
the vaccine contained diphtheria toxoid, that is, 
combined with the diphtheria antitoxin, 0.5 c.c. 
amounts of the vaccine injected into the peritoneal 
cavities of white mice did not cause obvious toxic 
reactions.” 

Postmortem studies revealed widespread visceral 
lesions which seemed adequate to explain the pro- 
found shock observed clinically. The histological ap- 
pearance pointed to acute vascular injury as the 
underlying cause. This resulted from the basic 
physiological disturbances that seemed adequate to 
explain the apparently diverse manifestations of the 
anaphylactic state: contraction of the smooth mus- 
cle and increased capillary permeability. 

The authors hope that the publication of a report 
of these two fatalities will not deter the profession 
from continuing to practice immunization. More- 
over, the family history was positive for allergy; the 
father suffered from what appeared to be episodes of 
angioneurotic edema. That heredity is dominant in 
the anaphylactic state has been emphasized before, 
and the role of heredity in both local (cutaneous) 
and general hypersensitivity has been demonstrated 
experimentally, as well as in allergic manifestations 
in 7 pairs of identical twins. 

It would seem that the influences of heredity and 
twinning deserve weight as determinants of indivi- 
dual predisposition in the cases reported here. A 
search of the literature disclosed no other fatalities 
following inoculation with pertussis antigen and 
diphtheria toxoid, whether separate or combined. 

After being notified of the deaths, the manufac- 
turer recalled the entire batch from which the bio- 
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logical product had been dispensed. A search of all 
records of complaint was immediately instituted. To 
date no reports of serious reactions have been re- 
ceived, and all tests on the lot in question were 
found satisfactory. STEPHEN A. Z1EMAN, M.D. 


Walker, J., Jr.: A Study of the Azotemia Observed 
after Severe Burns. Surgery, 1946, 19: 825. 


Detailed analyses of the nonprotein nitrogen con- 
tent of plasma and urine were made in a series of pa- 
tients with thermal burns requiring hospitalization. 
The urea, uric acid, creatinine, and alpha-amino acid 
nitrogen were determined separately, as was the 
total nonprotein nitrogen. The undetermined nitro- 
gen, that is, the difference between the total non- 
protein nitrogen and the sum of the other compon- 
ents, proved to be of special interest. 

In 7 patients there was a marked rise in plasma 
nonprotein nitrogen within from 2 to 6 days after the 
thermal burns which was due chiefly to an increase in 
an as yet undetermined fraction. The degree of rise 
was of prognostic importance because all of the pa- 
tients who had plasma nonprotein nitrogen levels of 
over 100 mgm. per cent of plasma died; an additional 
13 patients with somewhat lower levels also died. 

There was a constant but less marked increase in 
the excretion of urinary nonprotein nitrogen, from 
30 to 50 per cent of the increase being due to the un- 
determined fraction. During the phase of toxemia, 
which in severe cases persisted to some extent until 
the burns were epithelized, there was considerable 
depression of the urea clearance. 

Since the occasional increase in blood urea nitro- 
gen was not proportional to the rise in undetermined 
nitrogen, and since the urinary output was generally 
somewhat increased, it seems unlikely that kidney 
damage is the usual cause of death in burn toxemia. 

WALTER H. Nap er, M.D. 


Hyslop, G. a Effects of Electrical Injuries, with 
Particular Reference to the Nervous System. 
Occup. M., 1946, 1: 199. 


If litigation arises over a claim of harm or disease 
allegedly due to the action of some noxious or in- 
jurious agent, attorneys depend on the testimony of 
qualified experts who must evaluate the facts with 
respect to causal relationship first. These experts 
have to reason from premises which are consistent 
with accepted knowledge in the particular branches 
of science concerned. 

If a man receives a blow to a part of his body, 
correct judgment as to its possible effects depends on 
knowledge of the amount of force or energy in action, 
its direction, the structure and position, and the pro- 
tection or resistance of the part of the body which 
has been struck. One is dealing with a problem in 
mechanics. The violence or injury received is de- 
termined by the laws of mechanics. 

In electrical injury, the investigator must start 
with a correct knowledge of the principles of physics. 

Injury from lightning was well known to the an- 
cients. It is within the past 60 years that the use of 
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electricity as a source of power has become so wide- 

spread that injury due to accidental exposure to cur- 

= has become a problem in industry and in the 
ome. 

A person coming into contact with electrical cur- 
rent becomes a conductor. The amount of current 
received depends on the resistance at the point of 
contact and the duration of exposure. 

From the engineering standpoint, the factors to 
be determined and evaluated in any case of electrical 
injury are as follows: 

. Nature of current 

. Voltage 

. Frequency of alternating current 

. Duration of exposure to current 

. Grounds on the electrical system (intentional 
or accidental) 

. Condition of the earth (degree of moisture, if 
shock is first conducted to earth) 

. Uninsulated parts of the electrical system 

. Intervening material between the source of the 
current and the victim—e.g., gloves, shoes, 
clothing 

g. Transformer connections. 

In addition to these factors, one must consider 
the conducting capacity or the resistance of the 
human skin. If the skin is the point of contact or 
entry, one can determine approximately the amper- 
age of the current received. As contact continues, 
resistance tends to decrease. 

If the voltage is low, direct contact with the body 
is necessary for a shock. In the case of high tension 
lines the current may jump through space to a 
nearby conductor, the distance, or “spark gap space,” 
varying with atmospheric conditions and the nature 
of the conductor. Thus a person near but not actual- 
ly touching a high tension line may receive an elec- 
tric shock by induction. 

Current is direct, surging or alternating. The 
frequency of alternating current is an essential 
factor in estimating effects on the body; currents of 
a given voltage with frequency, or cycle, rates ovér 
2,000 become decreasingly dangerous. This princi- 
ple is the basis for the use of high voltage alternat- 
ing current in roentgenological treatment and in 
surgery. 

If the various factors are known, it may be possi- 
ble to calculate the amount of current received by a 
person shocked. 

Once current enters the body it may affect tissues. 
What can happen will depend on the tissues traversed 
by the current. Small amounts of current, insuf- 
ficient to damage tissues, provoke a physiological 
reaction. The contraction of muscles stimulated by 
current is familiar to every one, and for decades 
physiologists and physicians have used the electric 
current to measure the function of tissues that re- 
spond to the stimuli used. 

When an electrical current passes through the 
body its effects may be direct or indirect. Direct 
physiological or pathological effects are limited to 
tissues traversed by the current. One may define 


com? 


only 
njec- 
| aid 
be 
the 
rod- 
the 
nber 
1 by 
De- 
the 
the 
e of 
The 
the 
det- 
1 of 
eria 
that | 
is, 
c.c. 
neal 
oxic 
eral 
ap- 
the | 
asic 
> to 
the 
\us- 
ort 
ion 
the 
of 
in 
us) 
ted 
ons 
ind 
vi- 
ties 
ind 
ed. 
ac- 


512 


direct primary effects as those due solely to the cur- 
rent. Direct secondary local effects may occur as a 
product of various responses in tissue through which 
the current has passed. 

Indirect effects are those which occur in other 
tissues, due to the distant physiological reaction 
produced in tissues or organs directly affected by the 
current. 

At a given point in the path all tissues conduct 
the same amount of current; that is, there is no dif- 
ference in resistance once the current has entered 
the body. 

Current chooses the shortest path from contact to 
contact without deflection by anatomic landmarks; 
that is, the body as a conductor acts as a “structure- 
less gel.”’ 

If the electrical current, however, passes through 
the brain or the heart, certain special and striking 
effects occur, and if the current is large enough, im- 
mediate death may result. 

Various microscopic destructive changes in brain 
tissue and in small blood vessels of the brain have 
been cited. 

The same quantities of current may arrest respi- 
ration, paralyze the respiratory center, or, by stimu- 
lation of the vagus nerves, bring on inhibition of 
heart action. 

Death caused by electrical current is usually im- 
mediate, or occurs within a few hours, and results 
from (1) ventricular fibrillation, (2) failure of the 
respiratory center, (3) a combination of the first two 
causes, or (4) prolonged tetanus (contraction) of 
respiratory muscles, with consequent inability to 
breathe, and suffocation. 

Occasional instances of sudden collapse and death 
from a few moments to several days after apparent 
recovery from a severe shock have been reported. 
What happens in such cases is not. known. In a 
given instance one would have to search for non- 
related disease, as well as consider secondary or de- 
layed failure of vital centers, or of the heart, which 
apparently were not seriously involved at the time 
of exposure. 

Direct and immediate effects of electrical shock 
affecting the brain include convulsions, coma, and 
arrested respiration. After recovery of consciousness 
there are in most of the cases no further symp- 
toms. 

When there has been prolonged coma or severe con- 
vulsions, the victim may become confused or ma- 
niacal or may manifest the symptoms associated 
with any severe acute cerebral inflammatory re- 
action. Spinal fluid pressure may be increased; 
there may be evidence of either diffuse or localized 
damage in one or more areas of the brain. In pro- 
portion to the degree of damage, recovery will be 
early or delayed, and there may be permanent resi- 
dual focal pathological alterations. Hemiplegic 
symptoms may persist. Syndromes indistinguish- 


able from those following cerebral concussion may 
occur if there has been adequate immediate reaction 
of the brain to electrical shock. 
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The literature cites reliably reported instances in 
which lesions in the basal ganglions produced a 
clinical picture similar to that of paralysis agitans, 
or parkinsonism. However, the course is not pro- 
gressive, as it is in idiopathic agitans. Epilepsy may 
follow adequate damage to the brain from elec- 
tricity, just as occurs when permanent lesions result 
from infection, intoxication, or mechanical in‘uries 

Damage in the pons or the medulla may result 
from either direct passage of current or its indirect 
effects on general cerebral circulation. The mechan- 
ism behind damage to the brain stem is the same as 
that which causes general or localized lesions in any 
other part of the brain—cerebrum or cerebellum. 
The same cautions apply with respect to alleged 
delayed onset of symptoms or signs of organic lesions 
of the brain stem. 

Transient visual phenomena such as scotomas may 
occur if the path of the current is through the head. 
Cataracts, and blindness therefrom, may follow 
electric “‘flash.’”’ In such cases the damage is due to 
heat from the burn and not from the electric current. 

Various disturbances of hearing have been de- 
scribed. Tinnitus and deafness occur as transient 
or persistent symptoms when the current has re- 
sulted in a general cerebral reaction with disturb- 
ances of circulation. 

The other cranial nerves may be injured if they lie 
in the path of the current, but otherwise are very 
seldom affected directly and immediately. 

Injury to the nervous system may be direct and 
local, due to the current itself, or indirect and the 
result of circulatory changes which may be secon- 
dary to the action of the current on the heart or on 
nerve centers elsewhere in the body. In the brain, 
changes in the caliber of blood vessels and in the flow 
of blood through them, as well as abrupt shifts in 
blood pressure, may be the result of pathological 
impulses from the sympathetic nerves and ganglions 
in the chest and abdomen; consequently there may 
be temporary or permanent damage to an area of the 
brain whose blood supply is disturbed. 

Severe convulsions or prolonged coma produced 
by electric current may cause lesions of the brain re- 
sulting in temporary or permanent impairment of 
function or structure. It is surprising that such 
effects are rare after merely prolonged coma. 

The spinal cord and the peripheral nerves may be 
injured if they lie in the pathway of the current. 

Electricity does not cause progressive disseminat- 
ed or local degenerative structural defects similar 
to those which occur in various organic diseases 
not caused by electrical injury. 

If there has been immediate and severe organic 
damage to the brain, with permanent tissue lesions 
of sufficient degree and extent, there is a structural 
or anatomic basis for an organic type of mental im- 
pairment. The particular clinical picture produced 
by resultant ill effects will depend on exactly what 
has happened in the brain. There may be transient 
psychosis proportionate to the immediate tissue 
reaction. 
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The various constitutional psychoses, such as 
dementia praecox and manic-depressive insanity, are 
not caused by the direct effects of electricity. A 
victim of accidental electrical shock may be so 
severely disabled and may have such a severe pro- 
longed systemic shock that on academic and hypo- 
thetical grounds one might regard the psychological 
effects of the accident as adequate to precipitate 
such a constitutional psychotic reaction. 

Regarding treatment, emergency measures are 
directed to restoring consciousness, to counteracting 
systemic shock reaction, and to dealing with coinci- 
dental injuries to the body. Loss of consciousness, 
if caused by an electric current, may be due to ven- 
tricular fibrillation of the heart or to paralysis of the 
respiratory center. 

If there is clinical evidence that the heart is not 
functioning, stimulation of it by countershock is at 
present impractical. In time, safety equipment may 
include apparatus to carry out this measure and it 
perhaps may save life if the victim is treated within 
2 or 3 minutes. Injection of a potassium solution 
and then of a calcium solution into the carotid 
artery, or a third drastic measure, immediate sur- 
gical exposure of the heart with injection directly 
into it, followed by manual massage of the heart, 
have been suggested. However, up to the present 
time artificial respiration is the only successful 
measure for restoring a person rendered unconscious 
by electrical shock. STEPHEN A. ZIEMAN, M.D. 


Allison, V. D., Bourdillon, R. B., Craig, W. S., 
Crooks, J., and Others: Cross Infection in 
Children’s Wards. Brit. M. J., 1946, 1: 673. 


The term cross infection is here used to denote any 
infection acquired by a patient in the hospital en- 
vironment. Clinically, it is an infection arising dur- 
ing the course of the illness for which the patient 
was originally admitted to the hospital, and may 
attack the respiratory tract, gastrointestinal tract, 
wound, skin, or mucous membrane, or it be mani- 
ested as one of the specific fevers. 

Cross infection is a constant anxiety to all con- 
cerned with the hospital care of sick children and in- 
fants, the latter particularly calling for special pro- 
tective measures. No explanation has been given for 
one of its outstanding features, namely, its fortui- 
tous onset. Cross infection which results in nothing 
more than a mild catarrhal illness, at times apyrexial, 
must not be dismissed lightly. Cross infection by in- 
fectious fevers, measles, or chicken pox seriously hin- 
ders the work of the personnel in the children’s de- 
partment, for such outbreaks necessitate the closure 
of a ward or wards for an indefinite period. 

In order to provide more information on cross 
infection a special committee was invited by the 
British Pediatric Association to present its views on 
the problem. The report of the Committee which is 
here presented is a broad statement of our present 
knowledge on cross infection. 

Respiratory tract infection as the result of in- 
halation is the most prevalent type of cross infection, 


and accounts for much of the morbidity and many 
of the deaths in infants’ and children’s wards. It in- 
cludes tonsillitis, rhinitis, otitis media, the common 
cold, pneumonia, influenza, infective hepatitis, and 
the specific fevers—scarlet fever, diphtheria, per- 
tussis, measles, chicken pox, rubella, and mumps. 

The hemolytic streptococcus, Streptococcus pyo- 
genes, which belongs to Lancefield’s Group A, is one 
of the most frequent causes of inhalation cross in- 
fection. The pneumococcus is a not infrequent cause 
of cross infection in the respiratory tract. Diphtheria 
has been shown to have the same source and mode of 
spread as infections of the upper respiratory tract 
with the Streptococcus pyogenes. Outbreaks of 
whooping cough (Haemophilus pertussis) are of less 
frequent occurrence in hospital wards, but may have 
serious consequences. The virus diseases are often 
causes of outbreaks of infection and are difficult to 
control. Children with measles are peculiarly sus- 
ceptible to cross infection with the Streptococcus 
pyogenes, which is commonly responsible for otitis 
media. 

Gastrointestinal tract infections with indigestion 
include gastroenteritis of infants, epidemic diarrhea 
of the newborn, bacillary dysentery (Sonne dysen- 
tery), occasionally typhoid or paratyphoid fever, 
and, more rarely, food poisoning with Salmonella 
organisms. Thrush, too, may be considered in this 
group. Outbreaks of gastroenteritis among infants in 
hospital wards are common, and may have a case 
fatality rate as high as 70 per cent. Although or- 
ganisms of the dysentery or Salmonella group have 
been identified as the cause of some outbreaks, in 
most instances no known pathogen has been found, 
and the possibility that the infection may be due to 
a virus cannot be dismissed. Diarrhea and vomiting 
in infancy are often due to infection outside of the 
alimentary tract—notably in the upper respiratory 
tract and especially in the middle ear. 

Outbreaks of typhoid and paratyphoid fevers oc- 
cur occasionally, but they rarely arise from infection 
in the ward. They are more commonly conveyed to 
the patient in some food infected by a missed case 
or a carrier among the food handling staff. It is the 
nurse who is most in danger on contracting infection 
from a patient with enteric fever. 

Infection of wounds, skin, and mucous membrane 
may occur in surgical wards, otorhinological wards, 
and wards in which burns are treated. The patho- 
genic bacteria, in particular the pyogenic Strepto- 
coccus pyogenes and Staphylococcus aureus, but 
also the Bacillus proteus or Pseudomonas pyocyanea, 
may readily be introduced, either into clean wounds 
or burns, or into lesions already infected, unless the 
strictest aseptic dressing technique and other pre- 
cautions are taken to prevent it. The prophylactic 
and therapeutic use of sulfonamide drugs or peni- 
cillin should not be made the occasion for any re- 
laxation in the preventive measures involved in good 
nursing and aseptic principles. In addition to cases 
of burns, children, after removal of the tonsils and 
adenoids, are highly. susceptible to infection by the 
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Streptococcus pyogenes at the operative site, with 
otitis media or mastoiditis as a not infrequent sequel. 

The commonest infections of the skin which may 
spread inward are impetigo, ringworm, scabies, and 
pediculosis. In recent years there seems to have 
been an increasing incidence of outbreaks of pem- 
phigus neonatorum, due to the Staphylococcusaureus, 
among newly born infants in maternity units and 
nursing homes, often accompanied by staphylococ- 
cal conjunctivitis. 

The most important infections of the mucous 
membranes, other than those of the upper respira- 
tory tract (which includes the mouth with thrush in- 
fection) are vaginitis and conjunctivitis; they are 
now less commonly due to the gonococcus. 

The main sources of cross infection in hospital 
wards are: (1) manifest clinical cases, (2) the patient 
who is incubating a disease and may be in a highly 
infectious state, (3) the ambulant, missed, or sub- 
clinical case, unrecognized because of its mildness, 
and (4) the carrier, who may be convalescent or 
healthy. The last, which may include both nurses 
and doctors, is of great importance as the potential 
danger can be found only by laboratory investigation. 

Infection is spread by the secretions, excretions, 
discharges of the patients, the staff, and visitors, 
and may have its origin in the respiratory tract and 
its annexa, the gastrointestinal and urinary tracts, 
the skin and mucous membrane, septic wounds, 
burns, or abscesses. 

The paths of spread of infection are by contact 
with contaminated material, either direct personal 
contact or contact with infected clothes, bedding, 
ward articles, and food. The vectors of infection may 
be flies. A very important part is played by air borne 
infection with droplets, droplet nuclei, and dust, 
especially in infections which enter by way of the 
upper respiratory tract and skin. 

It is important to remember (1) that the skin of 
the fingers and hands, and the hair, may harbor 
organisms identical with those present in the nose 
and throat; (2) that the skin of the fingers and hands 
is particularly liable to contamination with in- 
fected material either directly or by contact with 
infected fomes and dust from furniture and the 
floor; (3) that the pocket handkerchief, while still the 
least inconvenient mask against the spread of drop- 
let infection from coughing and sneezing, is a vehicle 
of infection from the upper respiratory tract to the 
hands and the air. 

Droplets and droplet nuclei charged with bacteria 
are charged into the air from the nose and mouth 
and settle on the floor, bedclothes, or ward equip- 
ment to dry and become redistributed with the dust, 
or they remain suspended as floating particles to be 
wafted about the ward and inhaled and thereby 
transmit infection over a considerable distance. Or- 
ganisms such as the Streptococcus pyogenes may re- 
main viable in dust for as long as 6 months if un- 
exposed to the bactericidal action of sunlight. 

The Committee’s report on the prevention and 
care of cross infection in children’s wards is dis- 
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cussed under the following headings: admission of 
the patients, the nursing staff, nursing technique, 
the prevention of infection via food, ward hygiene, 
the prevention of cross infection by subdivision of 
the ward, and miscellaneous desiderata in a ward 


unit. 
The details of these measures are described. 
Ernest E. ARNHEIM, M.D. 


Ojetti, F.: Amebiasis of the Skin and Subcuta- 
neous Tissuc. Report of 3 Cases with Amebic 
Ulceration of the Abdominal and Thoracic 
Wall following Intervention (Amebiasis della 
cute e del sottocutaneo. Descrizione de tre casi di 
ulcerazioni amebiche della parete abdominale e tora- 
cica consecutive ad intervento operatorio). Arch. 
ital chir., 1946, 68: 49. 

The author reports the first 3 cases observed in 
Italy of phagedenic amebic ulceration of the thoracic 
and abdominal walls. The condition developed fol- 
lowing operations for cancer of the colon, and for 
liver and subphrenic abscesses, respectively. 

The author was able to collect from the literature 
only 36 cases in which cutaneous and subcutaneous 
lesions caused by the Endamoeba histolytica had a 
definite relation to the same specific process in the 
internal organs. 

A primary location of amebiasis in the skin is very 
rare and can develop only in the presence of a 
trauma of the epidermis. 

Emetine therapy is useful only if employed in the 
early stages of amebiasis because of the rapid spread 
of the phagedenic process. 

The prognosis is serious: 2 of the author’s 3 pa- 
tients died. 

If a fistula following an operation becomes com- 
plicated by phagedenic ulceration, a search for 
amebae is indicated. In patients with suspected 
amebiasis a search for amebae in the feces should 
be made before an abdominal operation is attempted. 

Josepu K. Narat, M.D. 


Gordon, E. J.: Delayed Penicillin Reaction. J. Am. 
M. Ass., 1946, 131: 727. 


Gordon reports 3 cases of delayed reaction to 
penicillin. In each there were certain similarities in 
the manifestation of the reaction. First, the appear- 


ance of the reaction was delayed several days, from 


2 to 7, following cessation of the penicillin therapy, 
manifesting itself in an intense urticaria with severe 
pruritus and wheal formation on either the trunk or 
the extremities, but rapidly extending to involve 
most of the remaining cutaneous area. In 2 of the 
patients there was edema of both eyelids, which 
caused almost complete closure. Then there was 
pain in the joints accompanied by swelling, tender- 
ness, local warmth, and painful function. Malaise 
with mild fever and tachycardia were also present. 
In the later stages of the reaction there was an 
exfoliative dermatitis of both palms, which was the 
last manifestation to disappear. 

The urticaria responded to treatment with epi- 
nephrine hydrochlorideadministered hypodermically, 
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but it recurred repeatedly and ran a course of ap- 
proximately 72 hours. 

None of the 3 patients had had any previous mani- 
festations of allergy in any form, nor was there any 
= agent to which the urticaria could be attrib- 
uted. 

The characteristic features of this type of reaction 
appear to be (1) delayed appearance following the 
cessation of penicillin therapy, (2) intense, severe 
urticaria, rapidly extending to become generalized, 
(3) multiple involvement of the joints, large and 
small, with serous effusion and intense arthralgia, 
(4) severe malaise, mild fever, and mild to moderate 
tachycardia, (5) exfoliative dermatitis of both 
palms in the terminal stages as the urticaria fades, 
and (6) a self limited course of from 7 to 1o days, 
irrespective of the therapy employed. 

Such a composite picture strongly resembles that 
of serum sickness of the type usually associated with 
delayed reactions to biological products, such as 
liver extract, insulin, and extract of the posterior 
pituitary lobe. 

A search of the literature revealed several reported 
cases of delayed reactions to penicillin in the form of 
urticaria and serum sickness. 

The incidence of delayed serum sickness reaction 
to penicillin is low. Although exact statistics are not 
available, the incidence is probably no greater than 
1 to 1,500 or I to 2,000 cases of penicillin therapy. 

Both the preponderance of opinion and the labor- 
atory studies point to an anaphylactic sensitization 
by the penicillin fraction itself in susceptible persons, 
with a resultant true allergic manifestation such as 


is found in sensitization to true proteins. 

The diagnosis of urticaria of obscure origin should 
always include the possibility of a recently completed 
course of penicillin therapy. 

STEPHEN A. ZIEMAN, M.D. 


Williams, I. G.: Cancer in Childhood. Brit. J. 
Radiol., 1946, 19: 182. 

One hundred and eighty-one cases of tumor in 
children are described. These include 167 cases of 
malignant disease, 6 cases of mixed salivary tumors, 
and 8 osteoclastomas. The history and literature are 
reviewed. The incidence was studied from various 
aspects as follows: (1) diseases of children, (2) can- 
cer in general, (3) age incidence of cancer, (4) com- 
parison with other causes of death in children, and 
(5) mortality incidence compared with that of adult 
carcinoma in age groups, per million living persons, 
and according to location. 

A brief summary of the cases in the present series 
is included together with a survival analysis. 

The main methods employed in treatment are an- 
alyzed, with special attention to radiotherapeutic 
methods. The tolerance of children to radiotherapy 
is discussed from two aspects: that of the local tissue 
and that of the constitution. 

It appears that with care and attention to the 
high exit dose in these small patients, in whom the 
distance between two fields may be small, quite large 
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doses may be delivered. None of the relevant cases 
showed abnormal general development following ir- 
radiation of regions of the anatomy containing the 
growth controlling glands, neither were any harmful 
local effects noticed, i.e., premature calcification and 
ossification of the epiphyses lying in the zone of ir- 
radiation. 

A case of malignant disease in children should re- 
ceive treatment as early as possible after the diag- 
nosis has been established. In order that the patient 
may withstand the treatment to the maximum ad- 
vantage, measures can be taken to increase the local 
and general tolerance to radiation of the normal tis- 
sues. The general condition of the patient should be 
maintained at the highest possible level, and good 
food, fresh air, sunlight, abundant fluids, attention 
to the bowels, and careful, sympathetic nursing are 
all indispensable. Iron and vitamins should be pre- 
scribed. The smallest fields commensurate with the 
size of the lesion should be used, and vital organs, 
such as the liver and suprarenal glands, should be 
avoided as far as possible. The treatment should be 
slow, extending over 4 or 6 weeks, while a daily dose 
of 300 r. on the skin with back scatter should not be 
exceeded over any fields in infants. 

When difficulty is obtained in keeping a child 
quiet during the actual radiation treatment, it may 
be necessary to strap the child in splints or plaster 
molds. The skin should be cared for as in adults with 
the added precaution that in irradiation of the nap- 
kin area great care is taken to avoid injury and in- 
fection. Careful watch should be maintained of the 
blood count, and the difference between the adult 
count and that of children below 12 years of age 
should be borne in mind. After the age of 10 years, 
almost full adult skin doses can be delivered with 
fractionated therapy. Ernest E. ARNHEIM, M.D. 


Huseby, R. A., and Bittner, J. J.: A Comparative 
Morphological Study of the Mammary Glands 
with Reference to the Known Factors Influenc- 
ing the Development of Mammary oma 
in Mice. Cancer Res., 1946, 6: 240. 


A histological study was made to correlate the 
architecture of the mouse mammary gland and the 
3 “primary” factors required for spontaneous mam- 
mary carcinogenesis: an inherited susceptibility, 
quantitatively and/or qualitatively adequate hor- 
monal stimulation, and the milk influence. For this 
investigation several low tumor lines of mice, each 
lacking a single though different “primary factor,” 
were selected and compared with suitable mice that 
possessed all three of these factors and thus had a 
high incidence of mammary cancer. In this way the 
effects of a lack of each factor could be determined 
individually, and the following points were estab- 
lished: 

1. The presence of the milk influence per se does 
not alter the extent to which lateral buds occur along 
the larger ducts of the mammary gland. 

2. In the present material, as well as in that previ- 
ously reported by other authors, lateral budding is 
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more extensive in virgin mice of strains that possess 
the inherited hormonal influence than in those that 
lack this factor. 

3. Precancerous nodules of alveolar hyperplasia 
occur frequently only in mice of high tumor groups 
and are very uncommon in those of low tumor lines, 
irrespective of which one of the “primary”’ factors is 
lacking. From this it is concluded that the same 
three factors that are etiologically important for the 
development of mammary cancer are necessary for 
the development of precancerous alveolar hyper- 
plasia. 

4. Areas composed of an overgrowth of fine ducts 
were encountered in the mammae of mice belonging 
to high tumor lines. These, in all probability, are 
also precancerous in nature, but because they occur 
with relative infrequency they cannot represent a 
very common source of malignant transformation. 

5. Inflammatory nodules, consisting of some alve- 
olar hyperplasia usually exhibiting squamous meta- 
plasia of the glandular epithelium and a surrounding 
inflammatory reaction, did not appear to be precan- 
cerous in nature. These occur with equal frequency 
in low and high tumor strains, and no transitions be- 
tween them and frank carcinoma could be demon- 
strated. Etiologic factors important for the develop- 
ment of this type of lesion could not be determined 
completely, but pregnancy and/or lactation were 
found to favor their development. 

Watter H. Napter, M.D. 


Howes, E. L.: Carcinogens and the Regeneration 
Patterns after Injury. Cancer Res., 1946, 6: 298. 


If carcinogens produce neoplasms by causing cell 

injury, then the knowledge of what happens to the 
regeneration patterns that usually follow injury 
should help in our understanding of how tumors 
form. 
The author compares the changes that carcino- 
gens produce in epithelium recovering from a trau- 
matic injury with those which they produce in intact 
epithelium. 

Silk thread was used to implant the carcinogen 
because methylcholanthrene could be easily loaded 
into its interstices and the reactions of the tissues to 
silk as a foreign body have been extensively studied 
previously. 

The author found that collagen fibers are de- 
stroyed in the dermis following the repeated applica- 
tion of a carcinogen, whereas epithelial cells survive 
and remain hyperplastic. The rate of epithelial pro- 
liferation in the presence of the carcinogen is not 
increased above the rate occasioned by another form 
of injury. Muscle is destroyed about the buried 
carcinogen, together with the phagocytic cells that 
might remove it from the site. 

Fibroplasia is notably altered by the buried car- 
cinogen. Reticulin fibrils are not produced between 
the fibroblasts, or if they are produced they are 
destroyed as in the dermis. The fibrils do not dif- 
ferentiate. On the other hand, fibroblasts survive 
the destruction, particularly at a distance from the 
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focus. In both anatomical locations the carcinogen 
leaves the cells—fibroblasts and epithelial cells— 
free to proliferate because of the lack of properly 
organized intercellular substance; they also remain 
hyperplastic because of the injury. 

It is suggested by the author that the late ap- 
pearance of the tumor is due to the time required for 
the damaged collagen fibers to be absorbed and the 
time which elapses before the reformation of new 
connective tissue barriers begins to fail. No justi- 
fication can be found for the theory that the car- 
cinogen stimulates the cells directly to form a tumor. 

The common guinea pig is resistant to carcinogens 
because leucocytes and giant cells are not destroyed 
by the chemical; hence the chemical is phagocytized. 

The author recommends a more intense study of 
the significance of connective tissue in neoplasia. 

Josepu K. Narat, M.D. 


Forssberg, A.: A Study of the Distribution of 
Radioactive Phosphorus in 3 Cases of Cancer. 
Acta radiol., Stockh., 1946, 27: 88. 


Relatively small doses of radioactive phosphorus 
(2 doses in two cases, 3 doses in one case) were given 
to 3 patients. At postmortem examination, the tis- 
sues were selected and later analyzed for their radio- 
active content. The values obtained were correcte«! 
for decay back to the date of death, and are expresse« 
in 10-3Mc per gram of tissue. The last injections were 
administered 8, 30, and 5 days, respectively, before 
death. 

The author's cases were reported as follows: 

CASE 1. Male, age 71. Hypernephroma with me- 
tastases to the seventh riband skin. Kidney tissue— 
tumor, 52.4, normal, 33.5; rib—tumor, 71.4, normal 
value not given; normal liver, 91.0; spleen—39; whole 
blood, 25.1; and bone marrow, 13.1. 

CASE 2. Female, age 37. Carcinoma of the breast 
with metastases to the bones, liver, spleen, ovaries, 
and lymph nodes. Whole blood, 7.7; kidney, 28.3: 
spleen—normal, 33.2, tumor, 43.2; liver—normal, 
39.3, tumor, 31.4; ovary—tumor, 29.6; skin (abdom- 
inal)—normal, 18.0, tumor, 34.6; ribs, 84.7; vertebra 
—tumor, 32.4; bone marrow, 30. 

CasE 3. Female, age 47. Carcinoma of the breast 
with metastases to the vertebra, ribs, skull, liver, 
and lungs. Whole blood, 51.3; kidney—-normal, 276, 
tumor, 63.4; breast—normal, 11.5, tumor, 44; ribs— 
normal, 17.8, tumor, 288; skull: normal, 107, tumor, 
330; vertebrae—tumor, 231, normal value not given. 

These results agree with the observations of © 
Jones, Chaikoff, and Lawrence (Am. J. Cancer, 1940, 
40: 235). In experiments on mice with lymphoma, 
lymphosarcoma, and mammary carcinoma, they 
found that the storage of radioactive phosphorus in 
neoplastic tissue in general does not exceed that of 
liver, kidney, and spleen. One exception to this is 
noted in Case 2. The bone metastases were found to 
be much higher in radioactive phosphorus than any 
of the other tissue. In this case the lapse of time 
between the last phosphorus injection and death 
was also greatest, i.e., 30 days. 
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Further work is suggested to test the possibility of 
using this agent in the treatment of bone metastases. 
R. B. Lewis, M.D. 


Roskin, G.: Toxin Therapy of Experimental Cancer. 


The Influence of Protozoan Infections upon 
Transplanted Cancer. Cancer Res., 1946, 6: 363. 


Experiments were undertaken to determine the in- 
fluence of various infections and toxins upon trans- 
planted cancer. After a careful search, Schizo- 
trypanum cruzi was selected because of its ability to 
produce a chronic form of schizotrypanosomiasis, 
chiefly by reason of its organotropism. 

In the first series of experiments mice were in- 
fected with trypanosomes and were inoculated with 
the Erlich carcinoma. The tumors receded in 30 or 
45 test animals under the influence of trypanosome 
infection, while in 15 the growths were inhibited. 
The grafts grew in all of the 45 control mice. 

In another series of experiments a group of mice 
was infected with relapsing fever which did not affect 
the development of the grafted tumors. 

The third experiment consisted in inoculating 45 
guinea pigs with hypernephroma and then infecting 
them with Trypanosoma equiperdum. The infection 
did not reduce the percentage of tumors. 

Tumor cells appear to be more vulnerable to para- 
sites than normal cells, since in control sections from 
various normal organs of mice few or no parasites 
have been found. This suggests that specific toxins 
may be secreted by the Schizotrypanum cruzi to 
which cancer cells may be particularly sensitive. 

Experiments on mice demonstrated the beneficial 
effect of endotoxin injections. Experiments in vitro 
also showed that protozoan endotoxins in adequate 
doses inhibit the development of experimental tumors. 

The effect of diphtheria and tetanus toxins, dysen- 


.tery anatoxin, and bacillus oedematiens and bacillus 


tumefaciens toxins were tested. The first two toxins 
gave positive results. The dysentery anatoxin and 
the bacillus oedematiens and bacillus tumefaciens 
toxins did not influence the development of tumors. 

The author concludes from his experiments that 
toxin therapy may become one of the methods for 
treating malignant tumors. 

Josep K. Narat, M.D. 


DUCTLESS GLANDS 


Poate, H. R. G., and Spencer, S. L.: ‘‘Thio’’ Drugs 
in Thyreotoxicosis. Med. J. Australia, 1946, 1: 


493- 


Astwood, in 1943, first published a report using 
“thio”? compounds to treat thyreotoxicosis. He in- 
vestigated 106 compounds before selecting thiourea 
and thiouracil as being most active and least toxic. 
He reported favorable control of thyreotoxicosis in 3 
patients, one of whom developed agranulocytosis. 

Williams and Bissell reported good results in 9 un- 
selected cases of thryreotoxicosis, and Himsworth, 
using thiourea, had 6 successful cases. Since then, 
numerous cases have been reported with no unanim- 


ity as to dosage, length of treatment, control of 


. various reactions, or actual curative value. 


Thiouracil, less toxic and without the garliclike 
odor, has replaced thiourea as the compound of 
choice. Methyl] thiouracil, now becoming available, 
has been used by the authors in 15 cases with a 
rapidly favorable response, and as yet no toxic 
effects have been noted. 

This series of cases was studied to see whether 
these drugs have an actual curative value in thyreo- 
toxicosis, and it appears that 6 to 18 months must 
elapse before an apparent cure is likely. Over 100 
patients have been treated by the authors in the past 
2% years, but only 75—those who have been ob- 
served regularly for at least 6 months—are being re- 
ported. Without doubt, the earlier a patient can be 
placed under this form of treatment, the quicker 
and more satisfactory is the result. 

The authors classify their cases into 5 groups: 

1. Acute Grave’s disease in patients under 25 
years of age (11 cases). These patients respond 
fairly well, but must be observed over a long period 
as they fluctuate a good deal before control is estab- 
lished. Often tachycardia persists, exophthalmos 
may increase, and the gland may enlarge. The ad- 
ministration of thyroid medication may prevent 
these last two changes. Idiosyncrasies and toxic 
effects are infrequent. 

2. Acute thyreotoxicosis of middle age, 25 to 45 
years (40 cases). In general the response to treat- 
ment is good, although idiosyncrasies are common 
and toxic manifestation may occur. The authors ad- 
vise correction of anemia, if present, mixed vitamin 
therapy if the patient is under weight, and the ad- 
ministration of thyroid substance. 

3. Thyreotoxicosis in later life, over 45 years (17 
cases). These patients either show an ordinary hy- 
perplastic gland or a small nonvisible or palpable 
gland. 

4. Toxic adenoma (1 case). The treatment for 
this group is surgery to remove a possible focus of 
carcinoma. In the cases in which thiouracil was 
tried, the results were disappointing and toxic reac- 
tions more prone to occur, so treatment was not 
continued. 

5. Recurrent thyreotoxicosis following either in- 
complete operation or deep x-ray therapy (6 cases). 
The response was good, quick, and lasting in most 
of these cases. Patients must be watched as they do 
not tolerate large doses without some reaction. 

The authors suggest the following indications for 
the use of thiouracil: (1) in acute Grave's disease in 
young patients, and in the acute hyperplastic toxic 
goiter of middle age; (2) in late stage chronic thyreo- 
toxicosis with lowered liver function, with or without 
auricular fibrillation; (3) in toxic adenoma with 
fibrillation, chronic myocardial degeneration, raised 
blood pressure, glycosurea or diabetes, and as prep- 
aration for operation which can be carried out later 
provided liver function is at a safe level; (4) for pa- 
tients who refuse operation, or who are not suitable 
for operation for various reasons, including advanced 
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pregnancy; (5) as a preoperative treatment of pa- 
tients not suitable for, or not responding to, deep 
x-ray or iodine therapy, sedation and rest; (6) in 
those unsatisfactory cases in which the thyroid gland 
has become hyperiodized from prolonged overdosage 
with iodine and toxicosis persists; (7) in recurrent 
thyreotoxicosis after operation or deep x-ray 
therapy. 

The ideal dose is the smallest amount of the drug 
which will bring about a remission of the thyreo- 
toxicosis, and maintain it. Over dosage gains nothing 
and may lead to harmful toxic effects. There is no 
fixed dosage, as the amount used depends upon the 
response obtained and whether the patient develops 
any idiosyncrasy or toxic effects. Repeated basal 
metabolism rates and an assessment of the patient’s 
clinical condition are the best guide to the response 
to treatment. Repeated leucocyte counts are valu- 
able, as a drop is usually the first warning of a toxic 
reaction. 

Thiourea, when used, is given in dosages of 0.5 
gm. every 12 hours for 3 days, then every 8 hours 
for 4 days, the dose being increased 0.5 gm. every 
fourth day until a maximum dose of 3.0 gm. is given 
every 8 hours. The increase in dose and the length 
of its maintenance depend on the clinical response. 
As soon as the basal metabolism rate falls to normal, 
the dose should be reduced until a maintenance dose 
of 1.0 gm. every 12 hours is reached. This is carried 
on for 4 to 6 weeks and is then reduced to 0.5 gm. 
once or twice a day for some months, until the pa- 
tient’s pulse rate remains normal, his weight is 
stabilized, and his basal metabolic rate is constant 
at o to as low as —15 per cent. 

Thiouracil should be given in 0.1 gm. dosages 
every 8 hours to start. After the first week the dose 
is increased to 0.2 gm. every 8 hours. This dose is 
retained until a definite response occurs; then the 
dose is gradually reduced. The most satisfactory 
maintenance dose is 0.1 gm. every 12 hours for 4 to 6 
weeks and then 0.05 gm. once or twice a day fora 
period of several months. 

Treatment dose is anything in excess of the main- 
tenance dose. If a patient relapses on the mainte- 
nance dose, a treatment dose is given for 2 to 6 
weeks. The maintenance dose must be kept up until 
the patient has been on a stable level for at least 4 
months. There is no fixed time at which the main- 
tenance dose can be discontinued. Some patients 
required treatment for only 4 months, and others 
required treatment for 12 months. 

In addition to the thio drugs, the authors employ 
phenobarbital for sedation and bromide, mixed with 
bicarbonate of soda to augment-the depleted alkaline 
reserve. With a hypertrophied gland, after from 2 
to 3 weeks thyroxin should be given to prevent fur- 
ther hyperplasia and to inhibit exophthalmos. Liver 
extract to protect the bone marrow is given if there 
is any lowering of the leucocyte count. Multiple 
vitamin preparations are given to all patients with 
weight loss. Alkalis and extra fluids relieve any 
crystalluria or urinary symptoms. Cabbage, brus- 
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sels sprouts, or cauliflower should not be eaten, be- 
cause their cyanogen content may increase thyroid 
hyperplasia. Iodine should not be given with 
thiouracil. 

Patients who are ill should be hospitalized the 
first 4 to 6 weeks. Slowing of the pulse, loss of rest- 
lessness and sweating, gain in weight, a fall in basal 
metabolism rate, and a sense of well being indicate 
adequate dosage. There is a lag in the clinical re- 
sponse of patients who have had much iodine. 
Iodine should not be used with thiouracil unless 
operation is pending, or unless in later stages tachy- 
cardia persists with low maintenance doses of 
thiouracil. The authors recommend small doses of 
iodine coincidentally with thiouracil for 1 week, and 
that the thiouracil be stopped for the last week pre- 
operatively. This reduces the vascularity of the 
gland and makes operation easier. 

Idiosyncrasies (minor reactions to the drug which 
do not call for cessation of the treatment) are 
anorexia, some nausea, occasional vomiting, head- 
ache, and mild joint pains, lacrimation and puffing 
eyelids, occasional enlargement of salivary or 
cervical lymph nodes, and skin irritability or rashes. 

Toxic reactions are more serious than idiosyn- 
crasies, and call for immediate cessation of the drug. 
A rise in temperature to 100° F. and an increase in 
pulse rate are often initial danger signals. Persistent 
vomiting, diarrhea, acute generalized synovitis, 
urticaria, edema of the legs, frequency of urination, 
strangury, chemosis, or photophobia may develop. 
If a leucopenia develops, it is best treated by trans- 
fusions. Liver substance, brewers’ yeast, and 
pentnucleotide are also helpful. Agranulocytosis 
may develop, not necessarily in an early stage of the 
treatment. 

The authors report the results obtained in 75 
cases (15 males and 60 females), the ages ranging 
from 7 to 63 years. All patients had been observed 
for at least 6 months. Seventeen patients were 
operated on for cosmetic reasons, with controlled 
toxicity, toxic reactions which developed, or an un- 
satisfactory clinical response. In 60 cases there was 
an apparent control of the thyreotoxicosis. Fibrilla- 
tion persisted in some cases, and myxedema occurred 
in 2 cases. Most patients developed a sense of well 
being, were able to return to work, and stood up well 
in periods of physical and mental strain. 

Accuracy in diagnosis is essential. Patients with 
neurasthenia and anxiety neurosis do not respond to 
thiouracil. The authors believe that failure to re- 
spond to thiouracil can be taken as a diagnostic sign 
that thyreotoxicosis does not exist. : 

Recent literature on the use of these drugs in 
various centers is reviewed. It appears that the 
actual evaluation of these drugs is still in a state of 
flux, and the final answers may not be known for 


ears. 

J The thio drugs have frequently been misused. 
The authors report several cases of inadequate dos- 
age, too short a period of treatment, and wrong 
diagnosis. 
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Seventeen case histories are reported in detail. 
Early reports seem to have been too optimistic in 
their evaluation of the thio drugs and to have over- 
looked the toxicity likely to occur with large initial 
doses. These drugs are a potent weapon for the 
control of thyreotoxicosis in many cases when used 
wisely, with a full understanding of their possibilities 
and dangers. Long continued observation is neces- 
sary. Operation, when undertaken, is more difficult 
to perform, but postoperative reaction is less. 
Whether thiouracil will replace surgery in the treat- 
ment of thyreotoxicosis cannot be answered as yet, 
but it has been used successfully in many cases. 
RosBeERrt R. BiGELow, M.D. 


Dorfman, R. I., Ross, E., and Shipley, R. A.: The 
Assay of Adrenocortical Material by Means of 
a Glycogen Test in the Adrenalectomized 
Mouse. Endocrinology, 1946, 38: 178. 


A study of the feasibility of assaying urinary 
cortinlike material by a glycogen deposition method 
in adrenalectomized mice, originally devised by the 
Memorial Hospital Group, has been presented. It 
has been found that within a certain defined range 
the relationship between log dose and response is 
linear and the slopes are similar for urinary extract, 
11-dehydrocorticosterone, 17-hydroxy-11-dehydro- 
corticosterone, and a pig adrenocortical extract. It 
may be concluded further that a urinary extract may 
be assayed in terms of either of the two crystalline 
adrenocortical steroids or in terms of the pig adreno- 
cortical extract. The use of 5 mice at one point 


. Within the assay range at p=o.05 may result in an 


error of from —72 to +260 per cent, while the use 
of 10 mice under similar conditions may result in 
an error of from —59 to +150. Although control 
groups of mice showed rather large variations in 
mean glycogen values, no significant correlation 
between the magnitude of the control level and the 
response of simultaneously injected animals to a 
standard dose of hormone could be demonstrated. 


EXPERIMENTAL SURGERY 


Harley, H. R. S., Baty, J. A., and Bowie, J. H.: The 
Pathogenicity of Penicillin Insensitive Infec- 
tion. Brit. M. J., 1946, 1: 639. 


Experience with septic war wounds seen in the 
forward base areas of the Allied Land Forces in 
Southeast Asia and in the rear base in India are 
described. Similar conclusions were independently 
arrived at in each location. 

European writers have described the penicillin in- 
sensitive organisms as having no tendency to give 
rise to septicemia or spreading infections, and that 
in wounds they are essentially saprophytic. Far less 
happy events were experienced with these organisms 
by the authors. 

Observations were confined to infection with the 
three gram negative organisms—the Bacillus coli, 
Pseudomonas pyocynea, and the Proteus group on 
the one hand, and the penicillin insensitive strains of 


the Staphylococcus aureus on the other. With the 
control of the Streptococcus pyogenes and the sensi- 
tive strains of the Staphylococcus aureus by peni- 
cillin these gram negative organisms are left free 
to demonstrate their pathogenic potentialities and 
show that in certain circumstances they are capable 
of behaving in a manner anything but saprophytic. 

When penicillin tubes were used for the local in- 
stillation of penicillin into soft tissue wounds, gram 
negative infection arose in 50 per cent of the cases 
despite elaborate precautions. Breakdown of these 
wounds usually occurred if the invader was a peni- 
cillinase producing strain of the Bacillus coli; while 
when the invader was the Pseudomonas pyocyanea 
or of the Proteus group the pus could usually be 
drained without breakdown of the wound. 

Suture of soft tissue wounds infected with peni- 
cillin insensitive organisms was accomplished after 
the local application of penicillin, with no instance of 
severe toxemia as is described by European writers. 
However, when the wounds were associated with 
femoral fractures such suturing showed what serious 
consequences can result with gram negative infec- 
tions in the East. 

When 3 wounds associated with femoral fractures 
were sutured on about the fifth day, disastrous 
gram negative infection resulted despite the adequate 
local and systemic administration of penicillin and 
sulfa drugs. Feeling this to be a dangerous program 
in that part of the world, the authors devised their 
own procedure for these cases. Primary local care 
was limited to the removal of foreign bodies, free 
drainage, the use of an occlusive dressing, and the 
reduction and immobilization of the part. Systemic 
administration of penicillin combined with a 40 gm. 
course of sulfathiazole was administered. After 1o 
days the patients were usually in good condition and 
the wounds often free of pathogens. Suture at this 
stage was more on a par with soft tissue wounds for 
the bone ends were covered and the fascial planes 
sealed, and local readjustments had taken place. 
Uniformly good results were obtained provided the 
bone was uninvolved by infection. 

Warning is given against the prophylactic use of 
penicillin solution in the management of hemothorax 
and hemarthrosis because of the danger of the in- 
troduction of gram negative infection and because of 
the excellent results obtained by simple aspiration. 

Additional hazards were caused by strains of the 
Staphylococcus aureus which had become insensi- 
tive to the usual doses of penicillin. Most of the 
trouble encountered here was also in cases with com- 
pound femoral fractures, but it was seen in soft tis- 
sue wounds as well. Sensitivity to penicillin was de- 
termined by means of serial doubling dilution. 

In the East it was dangerous to suture compound 
fractures of the femur until knowledge of the infect- 
ing microbes was obtained. Adequate bacteriological 
studies were conducted on all of the cases. 

Sensitivity and resistance to penicillin are relative 
terms. Different strains of staphylococci exhibit dif- 
ferent shades of penicillin sensitivity. The sensitivity 
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could be determined by the doubling dilution method 
and then adequate doses of penicillin could be given 
for a particular case, the dose being stepped up to 
the indicated amount. 

Six case reports are given in which gram negative 
infection was so serious as to necessitate amputation; 
there was 1 death. 

The authors invite further study devoted to the 
control of penicillin insensitive organisms. 

Epmunp R. DonocuuE, M.D. 


Tripp, H. D.: The Use of Oxygen and Oxygen Lib- 
erating Substances in the Treatment of 
Anaerobic Peritonitis in Guinea Pigs. Am. 
J. Surg., 1946, 71: 636. 

The author summarizes the literature on the 
etiology of aerobic and anaerobic peritonitis, and re- 
veals the conflicting opinions concerning the existence 
of gas peritonitis, or anaerobic peritonitis, as an 
entity. 

In view of the many environments in which bac- 
teria may grow and the undoubted presence of 
anaerobes in the exudate of peritonitis, both obliga- 
tory and facultative, it seemed reasonable to believe 
that the introduction of oxygen into the peritoneal 
cavity of animals with peritonitis might prove bene- 
ficial. 

The author used guinea pigs weighing 500 gm. to 
study the effects on the normal peritoneum of sodium 
perborate, zinc peroxide, and hydrogen peroxide, 
and also their effects in the presence of peritonitis in- 
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duced by human feces, anaerobic streptococci, and 
Welch bacilli. 

The author concludes from a series of 9 experi- 
ments that sodium perborate and zinc peroxide in 
100 mgm. doses are well tolerated in the peritoneal 
cavity of guinea pigs. 

Three per cent commercial hydrogen peroxide is 
also well tolerated in the peritoneal cavity of guinea 
pigs in amounts up to 5 c.c. repeated 2 and 3 times 
per day. 

Oxygen as liberated from hydrogen peroxide is ef- 
fective in preventing and controlling fecal peritonitis 
produced in guinea pigs. 

Anaerobic nonhemolytic streptococci produced 
(by themselves) peritonitis in the guinea pig in 10 
per cent of the animals used in this work. This 10 
per cent was controlled by injections of hydrogen 
peroxide into the peritoneal cavity. 

Welch bacilli alone failed to produce anything at 
all in the guinea pig which could be called anaerobic 
peritonitis, which indicated their low pathogenicity 
in the peritoneum of these animals. 

Fecal peritonitis produced in a series of animals 
showed a great tendency toward the accumulation 
of a plastic exudate in the upper part of the abdomen 
in greater amounts than elsewhere. 

The action of oxygen in reducing the mortality 
rate in fecal peritonitis is not clearly understood. 
Further experimental work will need to be done in 
order to establish the exact manner of its action. 

GasTER, M.D. 
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